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ABSTRACT 


The study entitled ‘Coping Mechanism of Parents with Disabled Children in West Bengal’ 
incorporates different aspects of Coping Mechanism of the Parents with Disabled Children 
(presently known as ‘Differently Abled Children’/ ‘Divyang’) along with their stress, 
anxiety and depression levels, predictors of stress, adaptation styles of Defence 
mechanism as well as Emotional Control Strategies, gender differences in Coping 
Mechanism, Defence Mechanism and Emotional Control Strategies, etc. The conceptual 
framework of Coping Mechanism of the Parents with Disabled Children was based on 
Health Realization Theory (Mills and Pransky,1980), Family System Theory (Seligman 
and Darling, 1997), Social Cognitive Theory of Coping (Bandura, 2005), Self- 
Determination Theory (Deci & Ryan, 1985, 2002), and Integrated Model of Coping 
(Zeidner & Endler, 1996). Again, to find out the differences between Maternal and 
Paternal Coping Mechanism of the Disabled Children, The Gender Role Strain Paradigm 
(GRSP, Pleck 1995) was followed. The population of the study consisted of 826 Parents 
with Disabled Children or 1652 respondents, and 400 respondents / 200 Both Parents were 
selected from Greater Kolkata District, West Bengal as sample for studying Coping 
Mechanism, Defence Mechanism, Emotional Control Strategies and Stress levels of the 
Parents with Disabled Children. Parents with four types of Disabld Children , namely ID 
Children (72 respondents or 36 Parents), VI Childen (92 respondents or 46 parents), HI 
Children (166 respondents or 83 parents) and ASD Children (70 respondents or 35 
parents) were seleted by following Proportional Stratified Simple Random Sampling 
Technique. For studying anxiety and depressive symptoms of the Parents with Disabled 
Children, total eight Parents (16 respondents) of four types of Disabled Students (ID, 
VI,HI and ASD) who live in Kolkata were selected. The Researcher adopted the Survey 
Method for studying Coping Mechanism, Defence Mechanism, Emotional Control 
Strategies of the Parents with Disabled Children. Anxiety and Depressive symptoms of the 
Parents with Disabled Children were assessed through Integrated Social Case Study and 
Interpretative Phenomenological Research Design respectively. With reference to different 
research tools, the investigator administered a self-prepared Close-Ended Interview 
Schedule, consisting 44 questions for studying demographic characteristics and socio- 
economic condition of the Parents with Disabled Children (Objective No. 1). For 
Objective No. 2 & 3 ( i.e. To understand the stress level as well as to assess the predictors 


of Parental Stress in the Parents with Disabled Children), the Researcher administered the 
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revised version of Parenting Stress Index (Abidin,1983) including 72 items. AMOS-21 
version was used in this study because it is quickly emerging as a powerful approach to 
measure unobserved variables using the Structural Equation Modelling (SEM). The 
Researcher calculated Exploratory Factor Analysis (EFA) to summarise data by grouping 
together variables that are inter-correlated. The Kaiser-Meyer—Oklin (KMO) in EFA in 
the study model is 0.91.The Cronbach’s alphas for the 72-items eleven-factors model of 
PSI in the current study are equal or higher than the 101-items. Another two sub-scales 
were also attached with PSI. Firstly, Family Functioning of the Parents with Disabled 
Children was measured using the Family Adaptability and Cohesion Evaluation Scales III 
(Olson, Bell, & Portner,1982). Second, to assess the Parental Support System an Interview 
Schedule had been administered, including two sub-domain: Helpfulness of the network 
(Qs No-1- 7) and Size of Network ( Qs.No.8-13). For Objective No. 4 (To find out anxiety 
symptoms of the Parents with Disabled Children), the Researcher adopted Integrated 
Social Case Study Design. For Objective No. 5 (To identify the depressive symptoms of 
the Parents with Disabled Children), the Researcher administered Interpretative 
Phenomological Analysis (IPA), utilising timeline events, focussed discussion, semi- 
structure interview based on ‘Life Story Interview List’ (McAdams,1995), and Grounded 
theory model (encompasses four stages of analysis). For Objective No. 6 & 7 (To explore 
different types of Coping Mechanisms as well as to identify the gender differences in 
Coping Strategies of the Parents with Disabled Children, the Researcher administered a 
self-prepared Coping Mechanism scale consisting of 122 questions. The scale was found 
the correlation co-efficient (rxy) + 0.816 and Cronbach Alfa value was found to be 0.71, it 
was very high and reliable for measuring coping mechanism of the Parents with Disabled 
Children. For estimating the construct validity of the Coping scale, Cliffs’ consistency was 
calculated with the help of Minitab-17 version and Consistency Index Value (C) was found 
0.64. For Objective No. 8 (To interpret the relationship between Defence Mechanism and 
Emotional Control Strategies among the Parents with Disabled Children), a self-prepared 
Defence Mechanism Scale (Defence Mechanism Scale for Parents, 75 items) and 
Emotional Regulation Questionnaire (ERQ, Gross, J.J., & John, O.P., 2003).) had been 
administered. Confirmatory Factor Analysis was conducted to further determine the 
strongest items of the DMSP and accepted recommendations for refinement (total 
eigenvalue = 13.11, total variance = 57.58).The internal consistency of the affect 
regulating style of the DMSP (ex = 0.72) is deemed fair (Reliability). On the other hand, 
the validity of the ERQ was checked with the help of factorial loading. After knowing 
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factorial structure, its indicators of precision and convergent validity were established 
using Cronbach’s alpha, the Composite Reliability and the square root of the Average 
Variance Extracted (VAVE), respectively. With respect to demographic characteristics and 
socioeconomic condition of the Parents with Disabled Children, it is found that Urban 
Parents is the highest number (Fathers =60%, Mothers =55%), followed by Semi Urban 
(Fathers=20.0%, Mothers=27.5%). Major accident/ injury are informed only 4.5% of the 
Mothers during their pregnancy. The highest number of Parents with Disabled Children 
comes from Nuclear family (n=128, 64%). About, 34 % of the Parents with Disabled 
Children have two Children in the family, followed by more than three (23.4%). About, 
45% of the Parents with Disabled Children completed above high school courses ( n=180), 
followed by high school. Almost, 53% of the families are affected with ‘Iron’ water (53%), 
followed by ‘Saline’ (23%). The highest percentage of mode of house of the Parents with 
Disabled Children is demarcated as Rental (41%), followed by Own House (36%) and 
Company House (9%). Unemployment (37%) is one of the serious problems among the 
Parents with Disabled Children, especially for the Mothers with Disabled Children. ‘Only 
father employed’ occupies the highest percent of frequency (53.5%), followed by ‘only 
mother employed’ (8%). The highest category of economic status of the families in the 
Parents with Disabled Children is represented by ‘above poverty line’ (APL-72.5%). The 
highest percent of the monthly income of the Parents belongs to Rs.15001-40000 (51%). 
Almost, 37.5% of the Parents with Disabled Children have two dependent members other 
than Disabled Children. About, 86.5% of Parents with Disabled Children informs that they 
lack any difficult type of physical or mental health problems. Lack of time for the Child is 
one of the major family problems in the families of the Parents with Disabled Children. 
The highest percent of financial support of the Parents with Disabled Children comes from 
spouses only (81%), followed by Govt. policies (10.5%). Almost, 44 % of the respondents 
inform that their professional support comes from medical doctors. With respect to 
Disabled Children’s characteristics the study shows that about 16 % of the Children with 
disabilities faced additional handicap. About, 30% of the Children (n=60) are diagnosed as 
disabled children after 36 month, followed by 13-36 month age group ( n= 40, 20%). With 
reference to the predictors of Parental Stress, the study demands that among the seven 
predictor variables associated with Parents of the Disabled Children’s characteristics 
(block-1), three predictors (thinking about the future of the Disabled Children, poor 
physical or mental health of the Parents & monthly income of the Parents) are statistically 


highly significant at the 1% level. Another two predictors i.e. no. of earning member(s) in 
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the family and type of family are moderately significant at the 5% level. Among the 
Disabled Children’s characteristics (block-2), additional handicap is considered as the 
highest type of Parental stressor (t= 3.43). Gender and birth order of the Disabled Children 
are recognised as ‘moderately significant predictors’ of Parental stress for the Parents with 
Disabled Children. The total model of Family Functioning (block-3) is a significant 
predictor of Parental stress in the Parents with Disabled Children and accounted for 48 % 
of variance with higher t-value (4.68 ) at the1% level of significance. In addition, the total 
model of Social Functioning (block-4) is also a predictor of Parental stress and accounted 
for 38 % of variance with higher t-value (3.28) at the 5 % level of significance. With 
reference to anxiety symptoms of the Parents with Disabled Children, it is found that 
Parents with ASD and ID Children have higher levels of trait anxiety. Negative 
relationships between state-trait anxiety and problem solving ability , and between state 
anxiety and social support seeking are also found. Mothers with all types of disabilities 
occupy higher level of trait anxiety. A negative relationship between Fathers’ level of 
education and their trait anxiety is also noticed. With reference to depressive symptoms of 
the Parents with disabled children, it is found that Mood disorder is significantly higher in 
the Parents with Autistic Children than those of Parents with ID, VI and HI Children. With 
reference to theme-2 (Sleep), the study shows that sleeplessness is experienced severely by 
the Parents with Autism Children’s group (especially Mothers) rather than the Parents with 
other Children groups. With reference to theme-3 (Whole body pain), it is found that 
Parents with Autism Children (especially the Mothers were greatly) is affected by 
depression with reference to whole body symptoms rather than the Parents with other 
groups. With reference to Coping Mechanism utilised by the Parents with Disabled 
Children, it is found that Emotion-Focused Coping ( u= 14.2) plays a significant role , 
followed by Problem-Focused Coping (u =10.6), Occupation-and Institution Based 
Coping (u=,9.5), and Appraisal-focused Coping (u= 8.2). With reference to gender 
difference in Coping Mechanism of the Parents with Disabled Children, the direction of 
differences among the following Coping strategies are determined: Seeking Alternative 
Reward (p <0.004), Passive Appraisal (p <0.063), Improve Relationship (p=0.006), 
Restraint Coping (P=0.009), Information Seeking (p=0.007), Seek Relaxation Diversion 
(p=0.005), Self-efficacy (p=0.006), Positive Reappraisal ( 0.007), Positive Reframing 
(p=0.007), and Self-controlling( p=0.008) , Logical Analysis (p = 0.030), and 
Transformation (p=0.038). With Reference To Defence Mechanism among the Parents 


with Disabled Children, the study claims that Mature Defence Mechanism is found to 
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have maximum PMS (58.92 + 27.70), followed by Neurotic Defence (52.26+25.46), 
Psychotic Defence (48.40 +26.40) and Immature Defence Mechanism (43.70 +18.52). 
Passive Aggression, Anticipation, Projection, Denial of the problem and Displacement of 
anger, Splitting, Upward and Down Ward Comparison, Reaction Formation, Suppression, 
Humour, and Acting out are seen the most effective Defence Mechanisms for the Parents 
with Disabled Children. The study also reveals that Cognitive Reappraisal Strategy 
(PMS+PSSD = 64.56 + 23.80) is having highest percent score rather than Emotional 
Suppression Strategy (PMS+PSSD = 56.70 + 18.04). The Researcher suggests that 
Permissive Parenting is an effecting strategy that can help the Parents with Disabled 
Children to develop their skills in Family Adaptation and Cohesion (Diana Baumrind, 
2018). Improve Relationship is another significant strategy in order to cope such type of 
Disabled Child in the family. Special attention should be given on organizing the finances. 
They may participate in religious activities to overcome their daily hassles (Sugandhi, 
2009). To conclude, the Researcher finds consistency between the objectives of the study 
and the findings. 

Key Words: Anxiety, Autism, Cognitive Reappraisal, Cohesion, Coping Mechanism, 
Defence Mechanism, Depression, Emotional Control Strategy, Emotional Suppression, 
Family Adaptation, Hearing Impairment, Intellectual Disability, Interpretative 


Phenomenological Analysis, Mood, Stress, and Visual Impairment. 
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1.0: INTRODUCTION 


1.1: Introduction 


The World Report on Disability (2011, updated in 2019), produced jointly by 
World Health Organization and the World Bank claims that more than one billion 
people or at least 15 % of the world population today experience some form of 
disability. One-fifth of the estimated global total, or between 110 million and 190 
million people, reported significant disabilities in functioning. This global estimate 
for disability is on the rise from the previous WHO’s estimates due to several 
factors : population ageing, the rapid spread of chronic diseases and injuries, 
improvements in the methodologies used to measure disability etc. In most of the 
OECD (Organisation for Economic Co-operation and Development) countries, 
disabilities have a mushroom growth that led to experience adverse socioeconomic 
outcomes than persons without disabilities, such as sexual abuse, less education, 
poorer health outcomes, lower levels of employment, and higher poverty rates. 
Even females have been reported higher rates of disability than males in most of 
the OECD countries. Poor people , basically who are living in rural and slum areas 
are more at risk of acquiring a disability because of lack of access to good 
nutrition, health care, sanitation, network of social support, helpfulness of social 
support as well as safe living and working conditions. In December, 2018 
the United Nations published its first ever flagship report on disability and 
development based on SDGs (Sustainable Development Goals). It had been 
reported that people with disabilities faced persistent inequalities in social, 
economic, cultural, environmental, and political spheres. Gaps between people with 
and without disabilities was accounted as large as 20 percentage points in income 
poverty and 50 percentage points in literacy and employment had been found 
(Mohammed, 27 February , 2019). 


In India the gigantic task of counting differently abled persons was introduced in 
the Census of 1872 covering both physical and mental disabilities including 
leprosy. Collection of such information continued till the 1931 Census, but it was 
discontinued in the subsequent Census from 1941 to 1971 due to the negligence of 
Government. The Census of India-1981 again laid emphasis on collecting data on 


disabilities, and it covered only three categories of disabilities: totally dumb, totally 


blind and totally crippled. The Census of India-2011 reveals a horrible picture of 
differently abled population in our country. In India out of 121 Cr population, 
2,68,14,994 persons are disabled (now known as_ differently abled) which is 
2.21% of the total population. In addition, the National Health Survey in India ( 
updated in 2016) claims that approximately 3 to 5 % of the population of children 
have been suffering from physical, intellectual and mental disabilities in our 
country. Among the differently abled population in India, 56% are male 
(1,49,88,593) and 44 % are female ( 1,18,26,401). Majority (69%) of the disabled 
population resides in rural areas (1.86 Cr ) and remaining 31% of the disabled 
population (0.81 Cr) in urban areas. Across the country the number of differently 
abled persons is highest in the age group 10-19 years (46.2 lakhs). 17% of the 
differently abled population is in the age group 10-19 years and 16% of them are in 
the age group 20-29 years. Elderly (60+ years) differently abled persons constitutes 
21% of the total differently abled population. 


Children with hearing and visual impairment form the lion's share of the differently 
abled population across the country as per the Census of India-2011( updated in 
2016). 20% of the differently abled population are reported disability in movement, 
19% are with disability in seeing, 19 % are with disability in hearing and another 
8% is accounted as multiple disabilities. Among the male disabled, 22% are having 
disability in movement, 18% each has disability in seeing/ in hearing while 8% of 
them suffers from multiple disability. In the case of the female disabled, 20% each 
has disability in seeing / in hearing, 18% has disability in movement and 8% of 
them are having multiple disability. In the age group of 0-9, there are 7,22,074 
children suffering from hearing impairment , 6,36,277 from visually impaired , 
2,45,313 from speech problem, 3,28,005 from movement disorder, 1,85,120 from 
Mental Retardation and another 3,45,95 from Mental illness. All age groups put 
together , there are 14,10,554 persons (0-19 yrs) with Visual Impairment and 
15,94,983 persons (0-19 yrs) with Hearing Impairment in the country. Across the 
country, the highest number of children with disabilities ( in the age group of 0-9) 
has been reported from the state of Uttar Pradesh (6,45,754). Bihar is next on the 
list with 4,43,840 disabled children. Maharashtra has 3,41,371disabled children. In 
the south, Andhra Pradesh has 2,12,226 children with disabilities, followed by 
Tamil Nadu —1,04,997, Karnataka —87,489, - and Kerala- 44,222. Among the 


smaller states, Sikkim has the lowest number (628) of disabled children. Assam has 
the maximum number of disabled children (35,742) in the northeast. In Meghalaya, 
the office of the Commissioner for persons with Disabilities has been established in 
the year 2003 vide Notification number S.W. (S) 69/2001/122, dated 11.8.2003. As 
per 2011 census of India, the State recorded 44317 persons with disabilities with 
23326 male persons with disabilities and 20991 female persons with disabilities. 
The disabled population of India has increased by 22.4% between 2001 and 2011. 
The number of disabled, which was 2.19 Cr in 2001, rose in 2011 to 2.68 Cr -1.5 
Cr males and 1.18 Cr females. Rural areas have more disabled people than urban 
areas. In Maharashtra, Andhra Pradesh, Odisha, Jammu and Kashmir and Sikkim, 
the disabled account for 2.5% of the total population, while Tamil Nadu and Assam 
are among those where the disabled population is less than 1.75% of the total 
population. As per the information provided by the HRD Ministry (2013-14) 25, 
03,907 children with special needs were enrolled in schools. Besides 2, 06,713 
children with profound/severe ID with special needs were covered under home- 
based education. In West Bengal the total number of disabled population accounts 
for 20, 17,406 in number. Out of these only 8.27 lakh people are in possession of 


disability certificates. 


In his keynote address at the World Bank's conference on ‘Disability and Inclusive 
Development’ (Washington, November 30-December 1, 2004), Sen (2004) 
remarked that social intervention against disability must include prevention as well 
as management and alleviation. He mentioned two types of handicap that tend to 
go with disability: earning handicap and conversion handicap. Earning handicap 
refers to the disadvantage on income and wealth, based on difficulty in getting or 
retaining a job, and possibly on lower compensation for work due to impairments 
or disabilities. On the other hand, conversion handicap refers to the disadvantage 
that a differently abled person has in converting money into good living. Sen 
(2004) rightly remarked: ‘An understanding of the moral and political demands of 
disability is important not only because it is such a widespread and impairing 
feature of humanity, but also because the tragic consequences of disability can be 
substantially overcome with determined societal help and_ imaginative 


intervention. ’ 


Sen ( 2004) also showed in his article * Social Exclusion: Concept, Application, 
And Scrutiny’ that poverty may increase the risk of disability through several 
pathways. Poverty as a contextual factor may also affect the likelihood that a health 
condition may result in disability. Studies have reported that the poverty rate for 
differently abled children doubles if these extra costs are taken into account ( 
Kuklys, 2005). In addition, disability may be worsen by stigma associated with a 
poor health condition and it may lead to activity limitations and participation 
restrictions of the differently abled persons. Finally, environmental factors such as 
limited resources in the community make it difficult for a differently abled person 
to have activities and participate in the community. A study was conducted in the 
U.K in order to justify Sen’s assumption on the relationship between poverty and 
disability ( Kuklys, 2005). It was found that the poverty rate for differently abled 
people was 23.1 percent compared to 17.9 percent for non-disabled people. It was 
surprising that when extra expenses were accounted for differently abled persons, 
the poverty rate for people with disabilities shot up to 47.4 percent. Several surveys 
throughout the world also established the truth that disability rates are higher 
among groups with lower educational level in the developing countries. On 
average, 19 % of less educated people have disabilities, compared to 11 % among 
the better educated (The World Bank, 2005 & 2011). As per the UNESCO report, 
90% of the children with disabilities in developing countries do not attend school 
due to lack of interest of their parents as well as poverty and social stigmas. 
Persons with disabilities often experience violence or rape, according to a British 
Crime Survey (2004). They are less likely to obtain police intervention, legal 
protection or preventive care. Teenage girls with disabilities are particularly 
vulnerable to abuse. Disabled women are twice as likely to experience domestic 
violence as non-disabled women (1995 British Crime Survey). A study found that 
abuse by household members often remains unreported to avoid further 
stigmatization in the society ( Elwin, 1999). Recent survey conduced by the World 
Bank and Yale University note that, persons with disabilities spread HIV/AIDS up 
to three times greater rate of infection than do non-disabled people due to their risk 
for physical abuse, isolation, general poverty and lack of access to services and 
information ( Gross ,2004). In India a survey was conducted in the state of Odissa 
(2011) finding that virtually all of the women and girls with disabilities were 


beaten at home. Violence against children with disabilities occurs at annual rates at 


least 1.7 times greater than for their peers who are without disabilities. It was 
claimed that 25 % of women with intellectual disabilities are the victims of rape or 
sexual assault and 6 % of women with disabilities had been forcibly sterilized. 
Referring to Fig. 1.1, we can interpret the relationship between poverty and 
disability. It can be interpreted that disability may be the result of poverty as well 
as vulnerability to poverty and ill-health ( Sen, 2004). 
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Fig. 1.1: Poverty/ Disability Cycle ( Source: Dfid, 2000) 


Disabled children are the most excluded part in Indian society. Low literacy, 
few jobs and widespread social stigm are increasing their difficulties. As 
per the Census of India-2011, 67% of the total differently abled persons are 
literate in the urban areas, vis-a-v-s, 49% in rural areas. In urban areas 20% 
of the differently abled persons has obtained secondary level education but 
below graduate and 10% are graduate and above. In rural areas, the 
situation is just horrible! 10% of the differently abled persons have 


obtained secondary education but below graduate and only 2% are graduate 


and above. In urban areas, among the literate differently abled persons, 
15% of them are graduates, while in rural areas only 5% of them are 
graduates. Among the differently abled non-workers with visual 
impairment, 42.7% are dependents and 28% are students. Among the 
differently abled persons with hearing impairment, 38.7% are dependents 
and 32.5% are students. In the case of differently abled non-workers, with 
disability in speech, 33.5% fall into dependents while 37.2% are students. 
Among the persons with disability in movement, dependents and students 


are accounted for 49.85% and 19.7% respectively. 


The 2030 Agenda for Sustainable Development Goals clearly warns that disability 
cannot be a barrier or criteria for lack of access to development programming and 
the realization of human rights. Among its 17 goals, the SDGs framework (2015) 
focuses seven targets, which explicitly refer to persons with disabilities, and 
another six further targets on persons in vulnerable situations. As per the 
suggestions of the World Bank, the SDGs address essential development domains, 
especially for the marginalized groups in the society. These include education, 
employment, social protection, resilience to and mitigation of disasters, sanitation, 
transport, and non-discrimination. The New Urban Agenda is likely to promote 
equal access to public spaces, facilities, technology, systems, and services for 


persons with disabilities in urban as well as rural areas. 


The birth or diagnosis of a differently abled child in a family leads to a situational 
crisis. Parents face a great challenge to tackle the problems associated with 
disabilities in their children. It may rejuvenate an unanticipated, traumatic event 
beyond parents’ control (Hoff 1978). They suffer from emotional disturbances, 
physical & psychological stress and anxiety, and subsequently develop depressive 
symptoms. Emotional pressure, depressive symptoms, and stress have been cited 
by WHO (2001) as having the highest burden among the parents having disabled 
children impairing their social and physical functioning. These even leads to 
several panic situation such as suicide, parental separation, increased health care 
costs, morbidity, and mortality. Parents with differently abled children may 
experience fatigue in family life, low satisfaction in professional and social life and 


resign in the early phases of career ( Krauss, 1983) 


Davis (1993) reported that parents go through many stages of reaction and 
adaptation after diagnosing the disabilities in their children. In most of the cases, 
diagnosis has been suspected for a long time, so its confirmation can still be a 
shock for the parents. At this juncture, parents may feel an uncertainty of the future 
for both their child and themselves. They will be trying to get sympathy and 
courage from their nearest ones and provide information to friends and family 
members (McConachie, 1991). They will try to regulate their emotions that may 
swing from the state of despair and confusion to a desperate need to ‘do 
something’. The stages of reaction as well as adaptation and orientation may 
include new challenges such as providing an appropriate educational placement for 
the children with disabilities (Blacher, 1984). As Parents with differently abled 
children’ are gradually trying to develop new way of thinking, they apply 
information seeking coping and utilize their social network in order to collect 
accurate information about the child’s condition and possible intervention 
approaches. The professionals involving in the diagnosis process may not be the 
same people who will support the necessary services required for the children with 
disabilities. Instead, they make referrals to the expert persons (therapists or early 
educators), and the disabled child’s name may sit on a waiting list for months 


before the parents receives the support and instructions they are searching for. 


McDowell (1976) noted six emotional stages of the parents upon discovering their 
child’s disabilities: disbelief, guilt, rejection, shame, denial, and a feeling of 
helplessness. Another author claims that an adult adopts five stages of progression 
(e.g. denial, anger, bargaining, depression, and acceptance) in order to handle a 
personal loss (Kubler-Ross : Grief Elaboration Theory,1069). These stages are 
known as the acronym DABDA. Studies reported that after the initial crisis, parents 
adopts those defense mechanisms to cope with the continuing reality of their 
child’s exceptionality. Those defensive responses are unconscious process, highly 
individual, varying in intensity, duration and frequency over time. Moreover, 
parents’ reaction may vary according to the degree of their child’s disabilities and 
the importance they place on having a normal child. Parents’ reaction also depends 
on their personal characteristics, life experiences, education and _ training, 
expectations, cultural background, and personal, social and economic resources. 


Referring to Fig.1.2, we can see the different stages of reactions of the parents after 


the birth or diagnosis of disabilities in the children. Referring to Fig.1.2, we can see 
the different stages of reactions of the parents after the birth or diagnosis of 


disabilities in the children: 
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Fig.1.2: Bicknell’s Model (1983) for Parenting Adjustment following 
Disclosure of a Children with Disability 


Possible over-identification 


According to Patricia McGill Smith (2014), a common first reaction of the parents 
after getting confirmation of disabilities in their children is denial. Denial, in fact, 
provides an immediate protection against the recognition of life-threatening disease 
processes (Thomas et. al., 1952). It originates from gross structural defects of the 
central nervous system and provides parents with differently abled children 
additional time to adjust to and absorb information. Denial quickly merges 
with anger, disappointment and shame. As many parents consider it inappropriate 
to direct their negative feelings toward the innocent children, anger may also be 
directed towards the physician or other medical professionals for a variety of 


reasons. These include an incorrect diagnosis, insensitivity, offering false hope, or 


providing inadequate or ineffective treatment or services. These feelings of 
jealousy and anger are common in many parents with differently abled children. 
The anger may also be directed towards other families who do not have to contend 
with such stress or whose children have improved to a greater extent. Sometimes, 
the opposite reaction can also be observed, which is expressed in overprotecting the 
child. Moreover, the parents finally consider the differently abled child as a symbol 
of their own personal failure or mistake. This type of damaged self-esteem may 
lead to intensive feelings of inferiority and shame (Kubler-Ross, 1969; Calandra, 
Finocchiaro, Raciti, and Alberti, A.(1992); Harmon, Plummer, and Frankel (2000). 
Fear and guilt may also be present in the parents. They may experience fear about 
the late diagnosis of disability as well as thinking of their future. Large chunks of a 
discussion can disappear within few minutes. They may fear about the reactions of 
their family members to this news and they may fear that their innocent child will 
be rejected by society. Parents may also feel greatly alienated or separated from 
their relatives or neighbours. A parents with differently abled children may incline 
to guilt as a result of ideas and feelings that are interpreted as forbidden or 
negative. Parents feel that this is a punishment for their past sins. In other cases, the 
guilt is directed as a result of negative feelings towards other people ( e.g. spouse, 
siblings, physician ) or towards spiritual matters( Portowicz & Rimmerman, 1985). 
Guilt may also be shifted to confusion during this traumatic period that causes 
sleeplessness, inability to make decisions, and general overload. Confusion is often 
associated with being forced into a world that is unfamiliar to such parents. 
Medical or developmental terms are feeling like a new vocabulary. Parents may 
also feel helplessness or powerlessness. They may feel that changing the nature of 
the diagnosis is impossible and it is a herculean task to rely on the judgments and 
opinions of the professionals and neighbours. People appear to be strangers to the 
parents and no bond of trust has been established. In some cases helplessness is 
accompanied by disappointment. Disappointment that the child is not perfect tones 
up a threat to many parents’ egos. It is also a great challenge to their value system. 
It was also found that gilt is often accompanied by frustration. Rosenzweig ( 1978) 


has classified reactions to frustration as follows: 


(i) Interpunitive reaction: It a reaction of anger and guilt directed towards the self 


of the parents. Interpunitive reaction appears when the super-ego does not allow 


realization of the aggressive feelings. It turns them into guilt feelings and regret. It 
is exuberated by means of keeping a distance and isolation in the parents with 


differently abled children. 


(ii) Extrapunitive reaction: It is a reaction of anger and hostility towards the 
external world. Parents of the differently abled children consider other people to be 
guilty. Since the super-ego of the parents is weak, it allows expressing the hostility 


feelings among them. 


(111) Impunitive reaction: This reaction helps the parents with differently abled 
children to compromise with the situation. It will occur when the ego is strong and 
the self-esteem is positive. In pathological cases keeping a distance suppress the 
tension. In normal cases there is a process of sublimation that controls the loss in 
life. In some cases, feeling of rejection may also control the situation. Rejection 
may be directed toward the children with disabilities , a medical professional, or 
toward other family members. Rejection may often suppress the depression level of 


the parents with differently abled children. 


Grief is a complex reaction among the parents with differently abled children. It 
develops a new role of attachment to the child with disabilities. Olshansk (1962) 
considers grief as a lifelong chronic sorrow. It may accompany the parents with 
differently abled children throughout their life, regardless of whether the child lives 
at home or is in placement (Portowicz and Rimmerman, 1985). In spite of 
individual differences, it can be said that all parents with differently abled children 
experience some kinds of grief. Olshansky ( 1962) argued that this type of grief is 
not the result of a neurotic reaction. It can be interpreted as a normal and natural 
reaction to the crisis of handling the ever changing demands. Webster(1977) 
suggested that the parents with differently abled children experience more crisis 
than normal parents over a long period, for they must find appropriate medical and 
dental care, therapeutic services, education and training programmes, social 
acceptance of the child, residential care, and recreational services at every stage of 
their development. The crisis can be classified under the following three forms 


(Wolfensberger, and Kurtz, 1969; Portowicz and Rimmerman, 1985): 


(i) The change crisis: The change crisis is comparatively short. Parents experience 
change crisis immediately after the diagnosis of disabilities. Parents always expect 
the birth of a normal child. They experience a traumatic reaction when ever they 
discover disabilities in their innocent children. It is a reaction to the sudden change 


of reality. 


(ii) The ideological crisis: The ideological crisis is a strong emotional reaction 
which may last for a longer period of time. The parents with differently abled 
children are in a state of constant ambivalence. They are thinking about love and 
protection of their child. But social values and stigma cause them to feel 
discomfort, feelings of failure, and inability to accept the child. This type of 


reaction leads to guilt, shame, overprotection, and grief. 


(iii) The reality crisis: The reality crisis is associated with the objective difficult 
conditions of bringing up a child with disability. The parents acquire a huge 
number of difficulties that encourage their ability to manage the new demands. The 
first difficulty is originated from financial issues as expenses grow considerably 
compared to their previous situation. Many parents also suspect that disability 


would hamper their lifestyle. 


Ferguson (2002) claimed that Parents of children with disabilities have many 
reactions to their children's special needs, and these reactions may focus on 
positive or negative factors. Some parents go through several emotions roughly in a 
sequence; others may experience only one or several discrete reactions. For some, 
the reactions may be minor and their approach pragmatic. For others, their child's 
disability might affect their entire family structure and life. Ferguson identified 
three types of reactions among the parents in oder to develop a process of 
adaptation with the differently abled children in the family: Grief, Ambivalence 
and Optimism. Grief may be temporary or chronic. Ambivalence occur as parents 
attempt to confirm that the child's disability is not temporary or fixable. They have 
to determine what the best educational options are for their child. Parents also 
attend meetings with therapists, and school personnel at which tremendous 
amounts of information are shared with little time for explanation. Optimism is 
also developed gradually among the parents with differently abled children as 


enough experience is gathered while raising such type of parents (Friend & 


Bursuck, 2009). Parents gradually learn how to give emphasis on the children, not 
the disability. Parents may work diligently to optimize their child's education. They 
are hopeful about their differently abled child's future. Optimism encourages the 
parents to work closely with educators and other members in the society to ensure 


that the child's life, whatever it may be, is the best one possible. 


Several internal and external factors contribute to the reactions of the parents when 
they have a confirmation about the disability in the children. The most prominent 
factor is the intensity and complexity of the disability. Another factor is associated 
with size of the information as well as the authenticity of the information. Parents 
may develop a negative response if information is shared in a coldly clinical 
manner without adequate sensitivity to the parents' emotions (Friend & Bursuck 
(2009). Cultural belief may also reflect on the reactions of the parents (Harry, 2002; 
Klinger & Harry, 2006; Obiakor, 2007). In some societies, disability has been 
considered a spiritual phenomenon reflecting a loss of the soul or evidence of 
transgressions in a previous life. In other societies, disability is recognized a 
reflection on the entire family system. In some cultures, disability is accepted as 
just a part of their problems In others, it is believed that a cure should be sought. 
Other factor that affects parental reactions is the sources of financial support (Lott, 
2003). When the parents have sufficient resources to provide services for their 
differently abled children, they are less likely to experience negative emotions. On 
the other hand, parents are invariably frustrated if they cannot provide that needed 
support for their children. Another important resource is personal. Parents may 
likely experience far more difficulties if they are isolated or if friends and family 
are uncomfortable with the child. In large families, the stresses of having a child 
with a disability are greatly avoided as many supportive relatives living in the same 


community, or a strong network of neighbors and friends is available. 


Parents of children with disability may experience a great physical as well as 
psychological stress as they demands various psychological strategies for effective 
coping. Stress levels of the parents may increase because of elevated medical 
expenses, time demands, physical care, and worry about the child’s future (Brehaut, 
Garner, Miller, Lach, Klassen, Rosenbaum & Kohen, 2011; Weiss, 2002). Further, 


increased exposure to stressors can exhibit serious health threats and potentially 


increase the risk of poor health outcomes for parents (Hung, Wu, Chiang, Wu, & 
Yeh, 2010; Thurston, Paul, Loney, Ye, Wong, & Browne, 2011; Witt, Gottlieb, 
Hampton, & Litzelman, 2009). Studies have reported that parents with differently 
abled children are experienced higher level of stress, anxiety, depression, stigma, 
guilt, shame etc. and have lower levels of self confidence, self-esteem and harmony 
in marriage than parents who do not have any disabled children (Glidden & 
Schoolcraft 2003, With et al. 2003, Uguz et al. 2004, Ali et al 2012, Cantwell et al 
2015). Mental health of the parents of children with an intellectual disability has 
been reported a greater stress level than the parents of children without a disability. 
In addition, Parents of the children with autism have also been reported higher 
stress level in several studies. More over mothers of the children with disabilities 
have been reported greater stress level than their husbands since mothers demand 
more social support and improve relationship coping (Romans-Clarkson, Clarkson, 
Dittner et al.,1986). A study again noted that children with severe behaviour 
problems and poor communication skills place a very high demand on the parents 
as well as on the family members, and the care load falling substantially on the 
mother rather than their fathers (Sanders, & Morgan ,1997). Marital problems such 
as divorce or separation creep into to a greater degree due to the lack of time for 
nurturing their sexual life as well as for maintaining the needs of the children with 
disabilities. Another source of tension is that single parents or divorced parents are 
often plunged into a typical situation in handling the abnormal behaviors of the 
children with disabilities. Tension may also be arisen from socio-economic 
hardship. A significant stressor is the challenge of finding a proper service that is 
flexible by nature and offers them enough time to maintain their children with 
disabilities. Sometimes chronic stress may be arisen from the disruptive 
behaviours of the differently abled children (e.g. tantrums, aggression anxiety, 
including fearfulness, obsessions and trauma-related anxieties). In fact, stress may 
have accompanied by depression and it produces high levels of irritability, 
communication difficulties and self-absorbed behaviours in the parents with 
differently abled children. 


Studies also reported that the elevated exposure to stressors leads to elevated rates 
of depressive symptoms and depression in parents with differently abled children 


(Bailey et al., 2007; Dellve et al., 2006; Hastings, 2003; Lovelle, Moss, & 


Wetherell, 2012). Several studies reported that diagnosed depression and 
depressive symptoms were higher for mothers with differently abled children 
(Eisenhower, Baker, Blacher, 2009; Brehaut et al., 2009; Glidden & Schoolcraft, 
2003; Olsson & Hwang, 2001; Resch, Elliot, & Benz, 2012; Sawyer et al., 2010). 
Only a few studies reported that fathers with differently abled children occupied 
depressive symptoms greatly rather than their spouse (Ha, 2008; Hastings, 2003). 
Sawyer et al. (2010) found that significantly higher rates of depression was 
occupied by the mothers of children with autism than by mothers of typically 
developing children. Glidden and Schoolcraft (2003) also found that initial high 
levels of depressive symptoms for birth parents of children with an intellectual 
disability. Substantial cross-sectional evidence also suggested that parenting a 
child with disability may undermine parents’ physical health outcomes (Allik, 
Larson, & Smedje, 2006; Brehaut, et al., 2004; Brehaut et al., 2009; Burton, 
Lethbridge, & Phipps, 2008; Eisenhower, Baker, & Blacher, 2008; Feldman et al., 
2007). Witt (2009) found the prevalence of activity limitations as being twice as 
high among parents of children with disabilities (23.1% vs. 11.9%). Other cross- 
sectional studies found higher levels of physical problems, including back pain and 
functional limitations, for mothers of children with cerebral palsy than mothers of 
typically developing children (Brehaut et al., 2004; Kaya et al., 2010; Tong et al., 
2002; Tong et al., 2003). A longitudinal study based on a clinical sample noted that 
parenting a young child with developmental delays had poorer self-rated general 
health than parenting a comparably aged typically developing children 
(Eisenhower, Baker, & Blacher, 2008). 


Several studies based on Resilience theories note that perceived control and social 
support promote successful adaptation by individuals exposed to challenging 
circumstances (Walsh, 2012; Wright, Masten, & Narayan, 2013). In this regard, 
Parents raising children with disabilities are reported insufficient supports and 
feelings of helplessness (Butcher, 2008; Florian & Findler, 2001). Such types of 
Parents can lose a sense of control as the healthcare system assumes greater 
responsibility for the child’s well-being (Bailey, Golden, Roberts, & Ford, 2007). 
They also lack a sense of control (Butcher, Wind, & Bouma, 2008) and for 
protecting mental health outcomes (Weiss, 2002). Several cross-sectional studies 


also reported that parents with differently abled children often lack social support 


that can also minimize their better health outcomes (Horton & Wallander, 
2001; Gerstein et al., 2009; Keller & Honig, 2004; Sarason, Sarason, & Pierce, 
1990; Thurston et al., 2011). Additional studies noted that social support lessens the 
experience of stress among the parents with differently abled children (Boyce, 


Behl, Mortensen, & Akers, 1991; Bristol, 1984; Weiss, 2002). 


A great number of literature demands that gender plays an important role in 
experiencing parental stress in raising children with disabilities. For example, 
mothers with differently abled children experienced higher levels of parental stress 
and depression rather than their husband (Beckman,1991; Bristol, Gallaghar & 
Slopler, 1988; Kazak,1987). Other studies also found that fathers of the children 
with disability, in comparison to mothers, experience more stress with reference to 
their differently abled children’s temperament (Goldherg, Marcovitch, MacGregor, 
& Lojkasek,1986; Noh et al,1989), with their child’s communication abilities ( 
Frey, Greenberg,& Fewell, 1989), and in their feeling of attachment to their child( 
Bechman,1991). Mothers of the differently abled children experience higher levels 
of dysfunction in their personal adjustment to the demands of parenting, whereas 
fathers of the differently abled children experience stress in their feeling of 
attachment to their younger children with disabilities ( Frey, Greenberg, & Fewell, 


1989). 


Some studies claim that parental stress is evident in different components of 
Parental stress Index ( Abidin,1983) with reference to parenting a children with 
disability. Krauss (1993) found gender difference between fathers and mothers of 
the disabled children with respect to their child-related stress, parent-related stress, 
stress in locus of control and family functioning. Frey, Greenberg and Fewell 
(1989) demand that mothers with more helpful social support networks had better 
family adjustment, vis-a-vis, fathers who felt criticism from their support networks 
had poor family adjustment. They also find that positive self-appraisals of coping 
skills were related significantly to lower parental stress, better family adjustment, 
and less psychological distress for both mothers and fathers of young children with 
disabilities. Minnes (1983) also demanded that positive home environment (higher 
level of family cohesion and harmony, lower level of family conflict etc.) to be 


consistent the predictors of lower family stress among mothers of ID children. 


Prescott and Iselin (1978) noted that a new, more flexible and nourishing 
relationship ensues when parents are no longer focusing on the disability, but rather 
on their child as a person adaptive and capable of compensating. Therefore, they 
begin to think and behave constructively, thereby facilitating development of the 
child’s human potential. As their crisis reactions are less and parents become more 
accepting, they rejuvenate love and hope for their differently abled children. A 
noteworthy 75% of the parents reported that their initial negative feelings had 
turned into positive and optimistic feelings of love, joy and acceptance while 
accepting the disability in a positive manner. It leads to satisfaction of their self to 
strengthen the possibility of success in rearing their differently abled children 
(Heiman 2002). The transition to any new role demands socialization and learning 
new ways of behaving. Socialization of a parent of the differently abled children 
requires mastery of two types of tasks: instrumental or technical and expressive or 
emotional. Instrumental task includes learning to help a differently abled children 
in a technical manner such as helping a deaf child use and regulate a hearing aid or 
learning ways to help a cerebral palsied child to use his muscles. On the other hand, 
expressive task include learning to adjust with feeling of guilt, shame, and sorrow 
associated with disability. Moreover, learning to cope with responses of pity, 
rejection; leaning to cope with emotional problems as well as avoidance from 


neighbor are the examples of expressive tasks. 


Coping is primarily a psychological concept related to struggle with demands, 
conflicts and emotions. In other words, coping mechanism is a strategy to tackle 
the problems encountered, troubles faced and the individual fight with these 
successfully in equal terms. Coping involves some degree of thought by the 
individual. Some psychologists describe it as an action-orientated and intra-psychic 
effort to manage environments and internal demands, and conflicts among them, 
which tax or exceed a person's resources. It also includes defense mechanisms 


adopted by the individuals to cope with the stressful events of life. 


Parental coping strategies are also a dominating factor for controlling parental 
psychological well-being (Glidden et al., 2006). It was reported that Parents who 
used a problem focused coping approach, defined by the use of cognitive and 
behavioral problem-solving strategies and the seeking of social support to address 


stressful issues, experienced relatively high levels of emotional well-being (Essex 


et al., 1999; Abbeduto et al., 2004). Parents adopting a problem-focused coping 
style displayed lower levels of depression, less pessimism and increased positive 
affect in comparison to reliance on an emotion-focused coping style. Emotional- 
focused coping style is characterized by the use of strategies to manage some form 
of psychological distress through avoidance, denial, or escape (Abbeduto et al., 


2004). 


Many studies noted that coping mechanism, defense Mechanism along with 
Emotional Control Strategies play a vital role in minimizing the stress, anxiety and 
depression level of the adolescents (Viallant 2000; Cramer 2006; Zeigler-Hill and 
Pratt 2007; Sepidehdam et al. 2012). Defenses are unconscious psychological 
mechanisms and are non-voluntaristic in nature. Parents with differently abled 
children use them to protect themselves from feelings of stress, anxiety or guilt, 
which arise because they feel threatened, or because their id or superego becomes 
too demanding. Defense mechanisms in DSM-IV have been reported to protect as 
an automatic mental process of the adolescence and adults against anxiety and 
internal and external factors that are causing stress (Kronstrom 2011). Shiferaw et 
al.(2015) established that the experienced stress is likely to be exacerbated by lack 
of emotional control and adopting immature defenses that cause many forms of 
defensive behaviours. As emotion regulation capacity may enhance the ego 
functioning that reflected in one's psychological adaptations, it can help them to 
overcome these difficult situations. Two types of emotional regulation strategies 
can be developed. Firstly, cognitive reappraisal involves changing how one thinks 
about a situation to decrease its emotional impact. Second, emotional suppression 
involves inhibiting ongoing emotion-expressive behaviour (Lewis 2008, Seiffge- 


Krenke 2009, Walgast 2011). 
1.2: Conceptual Framework Of The Study 


The Conceptual framework is the basis or foundation of any research problem. It is 
used as an analytical tool to identify the research problem for conducting a study. It 
is used here to make conceptual distinctions and organize ideas. It stems from 
theoretical framework and usually focuses on the section(s) that become the basis 
of the current study. Whereas a theoretical framework deals with the theories or 


issues in which the study is embedded, the conceptual framework of the study 


describes the aspects the researcher selected from the theoretical framework to 
become the basis of enquiry. Hence the conceptual framework of the study grows 
out of the theoretical framework and relates only and specifically to the research 
problem. Moreover, the conceptual framework identified by the researcher proves 
one or more lens through which the research problem is viewed. The lens can be 
theories, such as Trait oriented theories, Repression—sensitization theory that 
explain certain phenomena in considerable detail. On the other hand, it can be 
research perspectives such as those of social psychologists, cognitive scientists, and 
economists. Again it can be constructs used to conceptualize the phenomena of 
interest, such as stress, coping mechanism, anxiety, depression, etc. The research 
hypothesis that can be considered interesting and promising depend partly on the 
conceptual framework adopted for the study. Conceptual frameworks enable the 
researcher — (i) to view the phenomena of interest more accurately. (ii) to see 
details that otherwise might not be apparent. (iii) to narrow the researcher’s field of 
vision and (iv) to limit the scope of a study. 

The conceptual framework of the study was based on the following theories, 


perspectives, and models. 
1.2.1: Theories Of Stress 


The stress of the parents with differently abled children originates from stressors 
which are described as any real or imagined event, condition, situation, or 
stimulus that activates the human stress response process within an individual 
(Everly & Lating, 2002). Stressors can be classified under the two categories: 
psychosocial and biogenic. Psychological stressors are interpreted as negative (or 
threatening) events, situations, individuals, comments, or anything. Biogenic stressors 
are interpreted as thoughts, cognitions, or an appraisal of a situation or event is not 
neededin order to produce the same physiological stress reaction. Potential 
stressors do not always involve major life events. To experience stress a parent with 
differently abled child must have to encounter a potential stressor. In general, 
stressors can also be classified under two broad categories: chronic and acute. 
Chronic stressors are associated with events that persist over an extended period of 
time, such as caring for a child with autism, long-term unemployment among the 


parents with differently abled children. Acute stressors, on the other hand, are 


associated with the brief focal events that sometimes continue to be experienced as 
overwhelming well after the event has ended, such as_ breaking a leg makes 
disability in the children (Cohen, Janicki-Deverts, & Miller, 2007). Whether 
chronic or acute, potential stressors exhibits in many shapes and sizes. These are 
also linked to major traumatic events, significant life changes, daily hassles, as well 
as other situations in which a parents with differently abled children are regularly 
exposed to threat, challenge, or danger. Daily hassles can be interpreted as the 
minor irritations and annoyances that are part of our everyday lives such as rush 
hour traffic, lost keys, quarrel with the family members, obnoxious coworkers, 
inclement weather, arguments with friends or family) (Kanner, Coyne, Schaefer, & 
Lazarus, 1981). The frequency of daily hassles was found to be more strongly 
involved with physical health problems than were life change events (DeLongis, 
Coyne, Dakof, Folkman, & Lazarus, 1982). Daily minor hassles, especially 
interpersonal conflicts, often produce negative and distressed mood states (Bolger, 
DeLongis, Kessler, & Schilling, 1989). Cyber hassles related to social media may 


represent a new source of stress among the parents with differently abled children. 


To interpret the stress in the parents with differently abled children , we can 
identify two categories of stress theories as follows: (i) Approaches to ‘systemic 
stress' based in physiology and psychobiology (Selye, 1976) and (11) Approaches to 
‘psychological stress' based in cognitive psychology (Lazarus 1966, 1991, Lazarus 
and Folkman 1984, McGrath 1982). These are discussed below: 


1.2.1.1: Systematic Stress: Sten’s General Adaptation Syndrome Theory (GAS, 
1936) 


General Adaptation Syndrome is a three-stage response by which the human body 
deals with stress. Selye (1936) remarked: ‘Every stress leaves an indelible scar, and 
the organism pays for its survival after a stressful situation by becoming a little 
older.’ He interpreted stress as a physiological response pattern. His General 
Adaptation Syndrome (GAS) describes stress as a dependent variable and includes 


three concepts: 


1. Stress is obviously a defensive mechanism. 


2. Stress follows the three stages of alarm, resistance, and exhaustion. 


3. Stress may be prolonged or severe, and it could result in diseases of 


adaptation or even death. 


Selye in his later work ( The Stress Concept: Past, Present and Future ,1983) 
claimed that stress could be experienced as eustress (positive) 
or dystress (negative). However, he always interpreted stress as a 
physiologically based construct or response. GAS is associated with three 
phases: (i) a nonspecific mobilization phase promoting sympathetic nervous 
system activity, (ii) a resistance phase, during which the organism makes efforts 
to cope with the threat; and (iii) an exhaustion phase, which occurs if the 
organism fails to overcome the threat and depletes its physiological resources. 
Alarm stage (First stage) is the immediate reaction to the stressor. When 
confronted with a negative stimulus, the alarm response initiates the 
sympathetic nervous system to combat or avoid the stressor (i.e., increased 
heart rate, temperature, adrenaline, and glucose levels). Alarm stage can be 
divided into two phases: the shock phase and the antishock phase. During the 
shock phase, the body can endure changes by the stressor effect. The organism's 
resistance to the stressor drops temporarily below the normal range. When the 
threat or stressor is identified, the human body starts to respond. During the 
antishock stage, the locus coeruleus and sympathetic nervous system activate 
the production of catecholamines including adrenaline, engaging the popularly- 
known fight-or-flight response. The second stage is well known as the 
resistance response or adaptation stage initiates physiological systems with 
a fight or flight reaction to the stressor, returning the system to homeostasis, 
reducing harm, or more generally accommodating the stressor, which can lead 
to adaptive diseases such as sleep deprivation, mental illness, hypertension, or 
heart disease. The third stage is either exhaustion or recovery concerning with 
the breakdown of compensatory mechanism. Recovery stage occurs when the 
system's compensation mechanisms have successfully tackle the stressor effect. 
On the other hand, during the Exhaustion stage, all of the body's resources are 
eventually depleted and the body is unable to maintain normal function. The 
initial autonomic nervous system symptoms may reappear (sweating, raised 


heart rate, etc.). In this case, the stress has been persistent for a longer period. 


Selye, however, failed to specify the role of coping mechanisms as important 
mediators of the stress-outcome relationship. This is central to psychological stress 


theories elaborated by the Lazarus group ( See Fig.1.3) 
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Fig. 1.3 : Sten’s General Adaptation Syndrome Model (1983) 


1.2.1.2: Cognitive Perspectives On Stress And The Transactional Framework 


Stress has generally been interpreted as a response, a stimulus, and, most recently, 
as a transaction. Stress is recognized as a ‘transaction’ (Lazarus, 1999; Lazarus & 
Folkman, 1984) and cognitive theories interpret stress as the relationship between 
the person and the environment. The transactional framework of stress theories 
focuses on cognitions and perceptions, or appraisals, that mediate the response 
to stressful events (Lazarus, 1999). It is also interpreted as Cognitive-motivational- 
relational theory of coping. Surprisingly, Lazarus (1991) and Folkman (1984) 
viewed stress not as a stimulus or a response, but as a person-environment 
relationship that is perceived as taxing or exceeding a person’s resources. The 
transactional framework of stress theories also account the magnitude ofthe 
subjective appraisal of the stressful events that occur within their environment. 


Several other issues such as interpretation of the psychosocial stressor's magnitude, 


the emotions that are generated, and the resulting stress response etc. are also 
highlighted in the perspectives of cognitive theories of stress (Everly & Lating, 
2002; Lazarus, 1999). Everly and Lating (2002) labeled it as ‘Cognitive Primacy 
Perspective’. They remarked, ‘the individual's interpretation of the environment is 
the primary determinant in the elicitation of the stress response in reactionto a 
psychosocial stressor.’ Many stress related studies were conducted following the 


‘Cognitive Primacy Perspective’ due to its rich empirical base (Lazarus, 1999). 
1.2.1.3: Appraisal Theory Of Stress 


The Appraisal theory was developed within the transactional framework of stress 
(Cognitive perspective). Lazarus and Folkman (1984) were the pioneers of this 
theory. According to the Appraisal theory, stress is the evaluation of events to 
determine one's safety in relation to his or her place in the environment (Lazarus, 
1999). Therefore, an event may or may not be occupied as stressful or harmful by 
an individual (Regehr & Bober, 2005). Appraisal theory is based on constructs: 
Primary Appraisal, Secondary Appraisal, Coping and Reappraisal. Lazarus and 
Folkman demand that cognitive appraisal is a crucial part of coping mechanism as 
sensitivity and vulnerability level as well as the reaction and interpretation towards 
events differ significantly. Consequently, the concept of coping mechanism of adult 
persons follows five different processes. In the context of Coping Mechanism of 
the Parents with Differently Abled Children, Primary Appraisal refers to the 
individual’s evaluation of an event or situation as a potential hazard to his or her 
well-being. (Lazarus and Folkman 1984; Matthieu and Ivanoff 2006). In contrary 
to this, Secondary Appraisal refers to the evaluation of the individual’s ability to 
handle the perceived thread or challenge (Lazarus and Folkman 1984; Matthieu and 
Ivanoff 2006). Coping here refers to the cognitive and behavioural efforts to 
manage specific external and/or internal demands that are appraised as taxing or 
exceeding the resources of the person ( Cf. Lazarus and Folkman 1984, p 141). 
Coping Resources refers to the social and personal characteristics upon which 
people may draw when dealing with stressors (Pearlin and Schooler 1978; Thoits 
1995). For developing primary appraisal the parents with differently abled children 
is asking himself / herself the question: ‘Am I in trouble or being benefited, now or 


in the future, and in what way?’ Lazarus et al. (1984) later identified three different 


subcategories of primary appraisal: irrelevant, benign-positive, and stressful. The 
irrelevant is one type of evaluation taken by events which have no implications for 
the parents’ well-being. On the other hand, encounters with positive outcomes are 
associated with the benign-positive. Stressful situations comprise three different 
subcategories: harm/loss, threat, and challenge. The Secondary Appraisal is the 
evaluation of the individual person’s ability to handle the perceived thread or 
challenge. It follows the question: “What if anything can be done about it?“ 
(Lazarus and Folkman 1984, p. 31).The coping appraisal is further divided into 
blame/credit, coping potential, and future expectations that are not mentioned in the 


aforesaid model of coping. 


The concept of appraisal, introduced into emotion research by the hands of Arnold 
(1960). It was later elaborated as a stress processes by Lazarus (1966, Lazarus and 
Launier, 1978) for understanding stress-relevant transactions. It was established 
that emotional processes as well stress is dependent on actual expectancies that an 
individual manifests with regard to the significance and outcome of a specific 


encounter. 


Within primary appraisal, three components are identified: goal relevance, goal 
congruence and ego- involvement.‘Goal relevance’ can be interpreted as_ the 
extent to which an encounter refers to issues about which the person cares. Goal 
congruence, on the other hand, refers to the extent to which an episode proceeds in 
accordance with personal goals. Ego- involvement is related to aspects of personal 
commitment (eg. self- esteem, moral values, ego-ideal, or ego-identity). Likewise, 
within secondary appraisal three components are distinguished: blame or credit, 
coping potential, and future expectations. Firstly, ‘blame or credit’ results from an 
individual's appraisal of who is responsible for a certain event. Second, ‘coping 
potential’ refers to a person's evaluation of the prospects for generating certain 
behavioral or cognitive operations that will positively influence a personally 
relevant encounter. Thirdly, future expectations is related to the appraisal of the 
further course of an encounter with respect to goal congruence or incongruence. It 
was claimed that different patterns of primary and secondary appraisal lead to 
different kinds of stress : harm, threat, and challenge (Lazarus and Folkman 1984). 


Harm, according to Lazarus ( 1984) refers to the (psychological) damage or loss 


that has already happened. Threat is the anticipation of harm that may be 
imminent. Challenge results from demands that an individual feels confident about 
mastering. These different kinds of psychological stress are embedded in specific 
types of emotional reactions. Lazarus (1991) mentioned 15 basic emotions. Nine 
(9) of these are negative ( eg. anger, fright, anxiety, guilt, shame, sadness, envy, 
jealousy, and disgust), whereas four are positive ( eg. happiness, pride, relief, and 
love). Two more emotions, hope and compassion, have a mixed valence. At a 
molecular level of analysis, the anxiety reaction is based on the following pattern 
of primary and secondary appraisals. There must be some goal relevance to the 
encounter. Ego- involvement focuses on the protection of personal meaning, vis-a- 
vis, ego- identity manifests against existential threats. At a more molar level, 
specific appraisal patterns of stress or distinct emotional reactions are interpretated 
as core relational themes. The theme of anxiety, for example, is the confrontation 
with uncertainty and existential threat. The core relational theme of relief, 
however, is ‘a distressing goal-incongruent condition that has changed for the 
better or gone away' (Lazarus 1991). Lazarus’s Appraisal Model differed from 


Selye’s by working more with humans. 


Referring to Figure 1.4, we can illustrate theories of stress as a response, stimulus, 
and transaction based on Lazarus’s (1988) the Transactional Model of Stress and 
Coping. Lazarus ( 1988) argued that coping has has two major categories: 
problem-focused coping and emotional-focused coping (Lazarus 1999; Lazarus 
and Folkman 1984). Problem-focused coping of the parents with disabled children 
comprises strategies used for problem solving. These are specified as efforts to 
determine the direct problem, generate alternative solutions, assess them, choose, 
and act. They are divided into two kinds of strategies : directed at the environment 
and directed at the individual. Environment directed strategies of the parents with 
disabled children are directed towards actions for altering environmental pressure, 
barriers, resources, and procedures. On the other hand, individual directed 
strategies, called inward-directed strategies, lays emphasis on motivational or 
cognitive changes such as “shifting the level of aspiration, finding alternative 
channels of gratification developing, reducing ego involvement, new standards of 


behavior or learning new skills and procedures” (Lazarus and Folkman 1984, p. 


152) Lazarus later added ‘Reappraisal’ which effectively controls the aversion 


effects of the stressors. 
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Fig.1.4: Transactional Model Of Stress And Coping Of Richard Lazarus 
(1988) 


Coping Mechanism is primarily associated with cognitive appraisal as well as to 
the stress relevant person-environment transactions. Most of the studies on coping 
follow Folkman and Lazarus (1980), who recognizes coping as ‘the cognitive and 
behavioral efforts made to master, tolerate, or reduce external and internal demands 
and conflicts among them.’ This definition of coping mechanism has the following 


implications: 


(i) Coping actions of an individual are not distinguished as per their effects (e.g., as 
reality-distorting). Certain characteristics of the coping process are the key factors 
that distinguishes them. 

(ii) These coping processes encapsulate behavioral as well as cognitive reactions 
in the individual. 

(iii) Coping is concerned with different single acts and it maintains a sequential 
order, forming a coping episode. In this sense, coping is often interpreted as the 
simultaneous occurrence of different action sequences. 

(iv) Coping styles can be distinguished with reference to their different elements of 
stressful encounter. A problem-focused coping can attempt to change the person- 
environment realities behind negative emotions or stress. On the other hand, 
emotion-focused coping is related to internal elements and try to reduce a negative 


emotional state, or change the appraisal of the demanding situation. 
1.2.1.4: Perry’s Stress Model 


Perry (2004) suggested a stress model addressing the specific experiences of 
families of children with Developmental Disabilities. This model was developed as 
a reaction to the family stress models such as the ABCX Model (Hill, 1958) and the 
Double ABCX Model (Lavee, McCubbin, & Patterson, 1985). Perry 
(2004) claimed that these models were failed to accurately capture the experiences 


of stress in the families raising children with disabilities, especially DD. 


In Perry’s stress model, we find four major components: ((i) Stressors, (ii) 
Resources, (iii) Supports, and (iv) Outcomes. Stressors are the major and minor 
stressful stimuli in the life of parents. The Resources refers to the personal 
resources of the individual parent(s) and family resources. Supports may come 
from outside the immediate family, from informal social networks and from formal 
support services. The Outcomes may be thought of as what is left over after 
considering the primarily negative ( or potentially positive) impact of the Stressors. 
Outcomes is mediated and/or moderated by the primarily positive ( or potentially 
negative) influences of the various Resources and Supports available. Referring to 
Fig. 1.5, we can illustrate the major components of Perry’s Stress Model as 


follows: 


Child Characteristics may be one of the significant stressor variables in the model. 
It includes level of dependency in self-help tasks, diagnosis or type of 
Developmental Disabilities, cognitive or developmental level, frequency and 
severity of maladaptive behavior; age, and gender of the differently abled children. 


With reference to Other 


Life Stressors, we find different variables: employment, those pertaining to illness 
in other family members, financial problem, costs of special treatments, need to 
renovate house etc. With reference to Individual’s Personal Resources, we can find 
several variables: personality variables and cognitive coping strategies and beliefs, 
as well as more demographic factors (eg. education and employment status). This 
domain aims at discovering the particular internal resources, beliefs, and coping 
abilities (e.g., hardiness, optimism, religious faith, task-oriented coping, etc.) that 
are most effective for minimizing stress in the parents as well as in the families 


raising a child with disability. 


It is also evident that Family System Resources are associated with variables that 
tap family functioning, marital satisfaction, and demographic variables ( eg. marital 
status). Informal Social Support is related to emotional sustenance and/or tangible 
help actually received and/or perceived. It can be achieved from extended family 
members, friends, neighbours, social organizations, and religious communities. 
Formal supports and services are professional or paraprofessional interventions, 
including education/treatment programs for the child with disability. It is also 
associated with family intervention programmes such as individual, marital, or 
family counselling, respite care, behaviour management training, parent support 
groups, and parents' organizations. With reference to Parental Outcomes, we can 
see that most family stress research has focused on negative outcomes (Perry, 
1989). The outcome was also termed as ‘parenting distress’ ( eg. depression, 
pessimism, feeling trapped, and burnout). Recent studies suggests that positive and 
negative outcomes are not mutually exclusive or even negatively correlated with 


one another (Trute & Hiebert-Murphy, 2002). 
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Fig.1.5: Perry’s Stress Model for Parents with Developmental Disabilities 
1.2.1.5: Resource Theories Of Stress 


Resource theories of stress focuses on resources that preserve well being in the face 
of stressful encounters. Several social and personal constructs have been 
encountered as the sources of stress in the parents with differently abled children, 
such as social support (Schwarzer and Leppin 1991), sense of coherence 
(Antonovsky 1979), hardiness (Kobasa 1979), self-efficacy (Bandura 1977), or 
optimism (Scheier and Carver 1992). Whereas self-efficacy and optimism are 
accounted for single protective factors of stress, hardiness and sense of coherence 
represent tripartite approaches. Hardiness is associated with three components: 
internal control, commitment, and a sense of challenge as opposed to threat. Sense 
of coherence is the belief that the world is meaningful, predictable, and basically 
benevolent. Within the social support field, several types of sense of coherence 
have been reported, such as instrumental, informational, appraisal, and emotional 


support. 


The recently offered conservation of resources (COR) theory ( Hobfoll et al., 1996) 
notes that stress occurs in adults in any of three contexts: when people experience 


loss of their resources, when resources are threatened, or when people invest their 


resources without subsequent gain. Four categories of resources are listed. These 
are: object resources, condition resources, personal resources and energy resources. 
Object resources are concerned with physical objects such as home, clothing, or 
access to transportation. Condition resources are concerned with employment, 
personal relationships. Personal resources are concerned with skills or self-efficacy. 
Lastly, energy resources refer to facilitate the attainment of other resources. Money, 
credit, or knowledge are the examples of energy resources. Hobfoll et al. ( 1996) 
outlined three hypotheses as per the direction of COR theory: (a) Loss of resources 
is the primary source of stress (b) Resources act to preserve and protect other 
resources and (c) Following stressful circumstances, individuals have an 
increasingly depleted resource pool to combat further stress. The first hypothesis 
contradicts the fundamental assumption of approaches on critical life events that 
stress occurs in the family whenever individuals are forced to readjust themselves 
to situational circumstances (Holmes and Rahe 1967). Hobfoll and Lilly ( 1993) 
found that only loss of resources was concerned with distress. With reference to 
second hypothesis, we can see that self-esteem is an important resource that may be 
beneficial for other resources. Hobfoll and Leiberman ( 1987), for example, 
observed that women who were high in self-esteem made good use of social 
support when confronted with stress. It was also observed that those who lacked 
self-esteem interpreted social support as an indication of personal inadequacy and, 
consequently, misused support. The third hypothesis shows that it is important to 
investigate not only the effect of resources on outcome, but also of outcome on 


resources. 


1.2.2: Theories Of Anxiety 


The conceptual framework of the anxiety symptoms of the parents with differently 
abled children was based on Biopsychosocial (BPS) model of anxiety. The BPS 
model of anxiety focuses multiple and inter-related causes of pathological anxiety. 
These causes can be roughly categorized under the three heads: (i) biological 
causes, (11) psychological causes, and (iii) environmental or social causes. 
The biological aspect of BPS model viewes that mental disorders such as anxiety of 
the parents with differently abled children arises from faulty biology. The 


psychodynamic aspect of BPS emphasizes the psychological dimensions of 


maladaptive patterns of thinking, feeling and acting and relating. Environmental 
causes of anxiety relates to life experiences, particularly social interactions with 
other people, especially caregivers, family members, etc. Theoretically, parents 
with differently abled children experienced an anxiety disorder when they possess 
both biological and psychological "vulnerabilities," coupled with a social 


environment that set-off, or trigger these vulnerabilities ( Barlow, 2002). 


George Engel (1977) demanded that psychiatry ought to shift from a bio-medical 
perspective of disease to a biopsychosocial (BPS) perspective on health. 
According to Engell (1977). the bio-medical perspective was too reductionistic. So 
a holistic perspective grounded in general systems theory was necessary to address 
health related issues such as anxiety and depression of the parents. The World 
Health Organization (WHO) seems to agree with Engel's view. Biopsychosocial 
model is defined as an overall state of health and happiness at the biological, 


psychological and social levels. 


The bio-medical lens only focuses attention on the physiological mechanisms that 
can produce anxiety in the parents with differently abled children. But 
psychological and sociological factors are excluded or ineffectually reduced within 
the framework of bio-medical model of anxiety. Engel pointed out that this was a 
big mistake and we must consider the psychological, behavioral, and social 
dimensions that contribute to mental health problems. The BPS model additionally 
allows for the consideration of such issues like the belief factors associated with 
healing. This is overlooked as ‘placebo effect’ in bio-medical model. Referring to 
Fig. 1.6, we can illustrate the BPS model of anxiety. We see that there are three 
dimensions in this model: Biological, Social and Psychological. Within the 
biological dimension, we find different variables such as genetic vulnerabilities, 
disability, illness, brain structure, brain chemistry, gender, etc. Within the social 
dimension, we find peer group, culture, relationship, culture, effect of school etc. 
Within the psychological dimension, we find coping skills, social skills, memories, 


stress, impulsivity, self-esteem, personality, learned helplessness etc. 
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1.2.3: Theories Of Depression 

The conceptual framework of studying the depressive symptoms of the parents 
with differently abled childten were based on Brown’s ( 1978, 1986) model of self- 
esteem and depression, and Aron Back’s (1983) ‘Cognitive Model of Major 


Depression’ 


1.2.3.1: Brown’s (1978, 1986) Model Of Self-Esteem And Depression 


George Brown and his colleagues (e.g., Brown & Harris, 1978; Brown, Andrews, 
Harris, Adler, & Bridge, 1986) claimed that low self esteem is a risk factor for 
depression among the adults. In their earlier studies, Brown and Harris( 1978) 
claimed that low self-esteem people suffer greater emotional distress when they 
fail than do high self-esteem people. Certain social characteristics such as_ the early 
loss of one’s mother in childhood and the lack of an intimate, confiding 
relationship in adulthood etc. increased a person’s risk for developing depression. 
The current study included these factors as they put parents with differently abled 
children at risk for developing depression by lowering self-esteem. In Brown’s self- 


esteem and depression model, prior social experiences ( the loss of a loved one or a 


lack of intimacy) are demarcated as they give rise to low self-esteem, and low self- 
esteem, in conjunction with a subsequent negative life event (Brown, Bifulco, 
Veiel, & Andrews, 1990). Additional studies have found similar support for G. 
Brown’s model of low self-esteem and depression (Andrews & Brown, 1993; 
Brown, Bifulco, & Andrews, 1990; Miller, Kreitman, Ingham, & Sashidharan, 
1989; Roberts, Gotlib, & Kassel, 1996), suggesting that low self-esteem puts 


parents at risk for developing depression when negative life events occur. 


Referring to Figure 1.7, we can see that negative social experiences ( eg. the lack 
of an intimate, confiding relationship in adulthood) give rise to low self-esteem and 
depressive symptoms of the parents with differently abled children can be 
interpreted as a result of diathesis. Low self-esteem, therefore, acts as a diathesis 


for depression when a negative event occurs. 
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Fig. 1.7 : Brown’s Model of Self-Esteem and Depression (Source: Brown & 
Harris, 1978, Social Origins of Depression: A Study of Psychiatric Disorder in 


Women. London: Tavistock) 
1.2.3.2: Back’s (1983) Cognitive Model Of Major Depression 


In the opinion of Back (1983), the primary cause of depressive symptoms in an 
individual are negative thoughts generated by dysfunctional beliefs. There is a 


direct ‘linear relationship’ between the amount of someone's negative thoughts and 


severity of their depressive symptoms. In other words, the more negative thoughts 
the parents experience, the more depressed they will become. Beck mentioned 
three types of dysfunctional belief themes or schemas that dominate depressed 
people's thinking. These are : (i) I am defective or inadequate (11) All of my 
experiences result in defeats or failures, and (iii) The future is hopeless. These three 
dysfunctional belief themes are narrated as ‘ Negative Cognitive Triad’. When 
these dysfunctional beliefs are present in a parent with differently abled child’s 
cognition, depression is very likely to occur. Referring to Figure 1.8, we can see 
that in Beck’s Cognitive Theory of Major Depression, depressive behavior of the 
parents with differently abled children may originate from particular failures of 


information processing. 


life events) 


Fig.1.8: Beck’ S (1983) Cognitive Model of Depression 


Depressed parents will tend to demonstrate selective attention to information, 
which matches their negative expectations. In comparison to this, selective 
inattention to information contradicts those expectations. Parents with differently 
abled children tend to magnify the importance and meaning placed on negative 
events, and therefore they gradually minimize the significance of positive events in 
their daily life. All of these maneuvers have been recognized as an unconscious 


process. 
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1.2.3.3: Monroe And Simon’s (1991) Diathesis-Stress Models Of Depression 


The Diathesis-Stress Model of Depression was developed by Monroe & Simons 
(1991). It identifies two general factors associated with the onset of depression. 
Referring to Fig. 1.9, we can see that one of these factors is a negative life event or 
source of stress that can lead to depression among the adults. The examples of 
these events may include the loss of an important source of love, security, identity, 
or self-worth, the death of a loved one, the breakup of an important romantic 
relationship, or a significant personal failure are prototypic examples (Arieti & 


Bemporad, 1978). 
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Fig. 1.9: Diathesis-Stress Model of Depression (Monroe & Simons, 1991) 


According to Diathesis-Stress Model of Depression, a depressive reaction occurs 
when a person vulnerable to depression experiences a negative life events. This 
depressive reaction is characterized by feelings of hopelessness and/or 
worthlessness. As shown in Figure 1.10, the dashed line indicates that a short-term 
depressive reaction may resolve quickly or turn into a long term depressive 
episode. A diathesis as mentioned in the following figure is a vulnerability factor 
that influences how much damage a stressful experience creates. Monroe et al. 
(1991) identify factors that influence whether people become depressed when faced 


with a stressful experience. 


1.2.4: Theories Of Coping Mechanism 


Coping theories can be classified undaer the two parameters: (a) trait-oriented 
versus state-oriented approaches and (b) microanalytic versus macroanalytic 
approaches (cf. Krohne 1996). Trait-oriented and state-oriented research strategies 
have different objectives: The trait-oriented or dispositional coping theories focus 
on early identification of the individuals whose coping resources and tendencies are 
inadequate for the demands of a specific stressful encounter. The State-oriented 
coping theories focus on actual coping, has a more general objective. These studies 
show the relationships between coping strategies and outcome variables. Outcomes 
variables refer to self-reported or objectively registered coping efficiency, 
emotional reactions accompanying and following certain coping efforts, or 
variables of adaptation outcome. The microanalytic approach is concerned with a 
wide variety of specific and concrete coping strategies, whereas macroanalytic 
approach operates at a higher level of abstraction, so concentrates on fundamental 
and abstract coping methodologies. Freud's (1926) concept of ‘classic’ defense 
mechanisms is an example of a state-oriented, macroanalytic approach. Anna Freud 
(1936) mentions two basic forms among those defences: repression and 
intellectualization. The trait-oriented defenses are the examples of personality 
dimension repression—sensitization (Byrne 1964, Eriksen 1966). Macroanalytic 
state approach is represented by both emotion-focused problem- focused coping 
(Lazarus and Folkman, 1984). Lazarus et al. later extended this macroanalytic 
approach to a microanalytic strategy. In their ‘Ways of Coping Questionnaire’ 
(WOCQ; cf. Folkman and Lazarus 1988, Lazarus 1991), Lazarus and co-workers 
mentions eight groups of coping strategies. These are confrontative coping, 
distancing, self-controlling, seeking social support, accepting responsibility, 
escape-avoidance, planful problem- solving, and positive reappraisal. The 
macroanalytic, trait- oriented approach focuses on multitude of theoretical 
conceptions, whereas the microanalytic, trait-oriented strategy is mostly concerned 
with constructing multidimensional inventories ( cf. Schwarzer and Schwarzer 
1996). A study claims that all of these measurement approaches related to coping 


lack a solid theoretical foundation (cf. Krohne 1996). 


1.2.4.1: Macroanalytic, Trait-Oriented Coping Theories 


Among the macroanalytic, trait oriented coping theories, we find Repression- 
sensitization, monitoring and blunting, and model of coping modes (mcm). The 
repression-sensitization coping approach relates different forms of dispositional 
coping to one bipolar dimension (Byrne 1964, Eriksen 1966). Parents who tend to 
be repressers cope with the stress by means of denying or minimizing its existence. 
They adopt the avoidance coping that they are unable to realize the potential 
negative outcomes of the stressful experience, vis-a-vis, sensitizers tend to react to 
stress with rumination, excessive worrying and obsessive search for information on 
stress-related cues. The concept of repression-sensitization is theoretically founded 
in research on perceptual defense (Bruner and Postman 1947). This approach is 
based on psychodynamic ideas with the functionalistic behavior analysis 


(Brunswik,1947). 


The concepts of monitoring and blunting (Miller 1980, 1987) were devised within 
the same basic framework formulated earlier by Eriksen (1966) for the repression- 
sensitization construct. Miller conceived both constructs as cognitive informational 
styles. According to Miller, a person who encounters a stressful situation react with 
arousal according to the amount of attention they direct to the stressor. The arousal 
level can be minimised, if the person succeeds in reducing the impact of aversive 
cues by employing avoidant cognitive strategies such as distraction, denial, or 
reinterpretation. However, blunting as a coping strategy should only be adaptive if 
the aversive event is uncontrollable. Examples of uncontrollable events are 
impending surgery or an aversive medical examination (Miller and Mangan, 1983). 
Adaptive forms of coping can be developed if control is available. This strategy is 
called monitoring or seeking information about the stressor. These strategies are 
concerned with increased stress reactions as they enable the individual to gain 
control over the stressor in the long run, thus reducing the impact of the stressful 
situation. An example of a more controllable stressor is preparing for an academic 


exam. 


The model of coping modes (MCM) is concerned with individual differences in 
attention orientation and emotional-behavioral regulation under stressful conditions 
(Krohne 1993). The MCM extends the monitoring-blunting conception as well as 


the repression-sensitization approach. The concepts of dimensions vigilance and 


cognitive avoidance are related to MCM to an explicative cognitive-motivational 
basis. The MCM notes that most stressful or anxiety evoking situations are directed 
by two central features: (i) the presence of aversive stimulation and (ii) a high 
degree of ambiguity. The employment of vigilant strategies follows a plan that is 
aimed at minimizing the probability of unanticipated occurrence of aversive events. 
This is an example of uncertainty-motivated coping behavior. The model of coping 
modes (MCM) recognizes the habitual coping tendencies of vigilance and 
cognitive avoidance as independent personality dimensions. This implies that 
aggregated across a multitude of stressful encounters, the employment of vigilant 
strategies and of avoidant ones does not preclude each other. Krohne (1992, 1993, 
2000) defines four coping modes as follows : 

(i)Sensitizers: Persons who score high on vigilance and low on cognitive 
avoidance. These individuals reduce uncertainty by directing their attention 
towards stress- relevant information. 

(ii) Repressers: Individuals with the opposite pattern. These persons minimize the 
experience of arousal by avoiding aversive information. 

(iii) Non-defensives: Non-defensives have low scores on both dimensions as they 
act instrumentally in most situations. These persons are supposed to flexibly adapt 
to the demands of a stressful encounter. 

(iv) High anxious: Persons who exhibit high scores on both dimensions by 
employing vigilant as well as avoidant coping strategies. They try to reduce both 
the subjective uncertainty and the emotional arousal induced by stressful 
encounters. High-anxious persons are assumed to show fluctuating and therefore 


occupy less-efficient coping behavior. 
1.2.4.2: Macroanalytic, State-Oriented Theories 


The Defense Mechanism by Sigmund Freud (1936) were developed within the 
framework of macroanalytic, state-oriented theories of coping. A number of 
defense mechanisms were identified , and these were basically related to two basic 
forms such as_ intellectualization and repression. Richard Lazarus and Susan 
Folkman proposed yet another theory of coping in a macroanalytic approach. These 
are focused on emotion or on the problem itself, as well as the functions related to 


them. While the theory of Lazarus and Folkman was macroanalytic in its origin, it 


was gradually shifted to the microanalytic approach. Lazarus, et.al. classified those 
coping styles into eight groups. These include self-controlling, confrontative 
coping, seeking social support, distancing, escape-avoidance, accepting 


responsibility, positive reappraisal and planful problem-solving. 
1.2.4.3: Health Realization Theory 


Health realization(HR) is aresiliency approach to personal and community 
psychology. It was first developed by Roger C. Mills and George Pransky (1980). 
HR successfully upholds its efficacy for economically and socially marginalized 
communities living in highly stressful circumstances. It focuses on the nature 
of thought and how it affects one's experience of the world by connecting to their 
innate health and inner wisdom. Sydney Banks (1998) formulated three principles 
of human experience : Mind, Consciousness and Thought. Mind refers to the 
universal energy that animates all of life, the source of innate health and well- 
being. Consciousness means the ability to be aware of one's life. Thought refers to 


the power to think and thereby to create one's experience of reality. 


Health realization can be developed as a successful therapy in minimizing stresses 
among parents having differently abled children. HR is concerned with "innate 
health" and the role of "Mind, Thought, and Consciousness" in creating the clients! 
experience of life. The HR counselor does not attempt to get clients to change their 
thoughts, "think positive", or "reframe" negative thoughts to positive ones. Clients 
are encouraged to consider that their "minds are using thought to continuously 
determine personal reality at each moment. HR_ characterizes feelings 
and emotions as indicators of the quality of one's thinking. Unpleasant feelings or 
emotions indicate that one's thinking is based on insecurity, 
negative beliefs, conditioning or learned patterns that are not necessarily 
appropriate to the live moment. An individual has temporarily lost sight of what 
HR asserts is his or her own role in creating experience. Pleasant or desired 
feelings (such as a sense of well-being, gratitude, compassion, peace, etc.) indicate 
that the quality of one's thinking is exactly as it needs to be. According to the HR 
model, people are already whole and healthy. The traumas of the past are only 
important to the extent that the individual lets them influence his or her thoughts in 


the present. One's "issues" and memories are just thoughts, and the individual can 


react to them or not. HR deals with personal insecurities and dysfunctional patterns 
almost en masse. It focuses on an understanding of the ‘key role of thought’. It 
allows the parents to step free at once from a large number of different patterns all 
connected by insecure thinking. With this therapy, it is rare for the practitioner to 
delve into specific content beyond the identification of limiting thoughts. When 
specific thoughts are considered to be limiting or based on insecurity or 
conditioning, the counselor advises the clients (parents with differently abled 


children ) to disengage from them. 
1.2.4.4: Family System Theory (FST) 


In Family system theory, the relationships among family members have been 
viewed as comprised of associations between two individuals : mother and child, 
husband and wife etc. (Seligman and Darling, 1997). However, FST claims that 
relationships among family members are interdependent and that the family is more 
than the sum of its individual members. It focuses on the context in which an 
individual assert influence on other family members while being influenced by 
other family members (Minuchin, 1974). Relationships among the family members 
is considered as ‘system’. Just as a machine’s function ‘emerges’ from the 
mutually dependent actions of its various parts, the function of the system is 
operated through the interactions of the family members. Some scholars argued 
that families raising a child with disability can be best understood through family 
systems theory application (Turnbull et al., 1986; Turnbull and Turnbull, 1990; 
Seligman and Darling, 1997). However, only a few studies focused on the 
functioning of family systems and they overlooked the nature of the child’s 
diagnosis (Turnbull and Turnbull, 1990; Patterson and Garwick, 1994). Recently, a 
shifting trend is discovered from systems approach into clinical practice. It 
demands appropriate ‘family-centered’ policies and practices into healthcare 
services throughout the diagnostic and treatment process (Johnson, 2000). Another 
study claims that systems based approach to assessment encapsulates the family 
within a context of normality. It focuses on structural and functional characteristics 
of the family creating differences in experiences and well-being among families 
(Seligman and Darling, 1997). Some scholars also argue that family system theory 
follows a grass-root approach. Certain activities of the family such as_ family- 


centered support and delivery services recognizes the parents and other family 


members as both partners in treatment provision for the differently abled children 
(Seligman and Turnbull’s work, 1990). It was also reported that higher levels of 
stress occupied by the parents with typically developing children and such type of 
parents perform poorly on measures of individual emotional well-being and family 
functioning (Olsson and Hwang, 2002; Baker et al., 2005; Singer, 2006; Taunt and 
Hastings, 2002). Several factors such as Parental gender, coping style, and parental 
genotype affect the family functions in explaining response differentiation (Hassall 
and Rose, 2005). A huge number of studies identified the role of gender difference 
(mothers vs fathers) in raising a child with a developmental disability (Seltzer et 
al., 2001; Hassall and Rose, 2005; Herring et al., 2006). In comparison to fathers, 
mothers of the children with disabilities occupied higher levels of stress (Herring et 
al., 2006), higher levels of depression (Olsson and Hwang, 2001), and increased 
caregiving responsibilities (Simmerman et al., 2001). Some studies, however, noted 
that parental well-being is similar for both mothers and fathers raising children 


with disabilities (Heller et al., 1997; Hastings, 2003; Keller and Honig, 2004). 


Genotype also pays a prominent role in controlling parental psychological 
behavior. As autism may be considered as a genetic problem in the family, studies 
noted that parents with differently abled children as well as other family members 
can display the ‘broader autism phenotype’ including language impairment, limited 
social reciprocity, difficulties establishing relationships, behavioral rigidity, and the 
presence of obsessive and compulsive behaviors (Piven et al., 1997; Piven, 1999). 
In addition, few studies demands that biological mothers of children diagnosed 
with fragile X syndrome, who are carriers of either the full mutation or premutation 
of the FMRI gene, were experienced elevated risk for executing functional roles, 
higher rates of depression and anxiety, and social interaction difficulties, as well for 
physical health problems, such as premature ovarian failure (Sobesky et al., 1994; 
Franke et al., 1996). So genetic variations may responsible for differences in 
parental wellbeing. It may in turn prevent parents from implementing preferred 
adaptation strategies compared to parents without such predisposing genetic 
variations (Piven et al., 1997; Abbeduto et al., 2004). Another study reported the 
role of family adaptation and cohesion and other factors for parental well-being. 
Thus the changing needs of the parents with disabled children can be evaluated 


within the framework of Family System theory (Seligman and Darling, 1997). 


1.2.4.5: Bandura’s Social Cognitive Theory Of Coping 


Social Cognitive Theory was a reaction against behaviorism and psychoanalysis. At 
first, Bandura developed Self-Efficacy as part of a larger theory, the Social 
Learning Theory (Ashford & LeCroy, 2010). These two theories have progressed 
into the Social Cognitive Theory (Levin, Culkin, & Perrotto, 2001). In these two 
theories, the role of cognition in motivation and the role of the situation are largely 
overlooked (Bandura, 1977; as cited in Redmond, 2010). Bandura’s Social 
Cognitive Theory postulates that individuals do not simply respond to 
environmental influences, but rather they actively seek and interpret information 
(Nevid, 2009). The role of collective information as well as environmental factors 
are responsible for performing differently types of behaviour among the adults and 
each individual displays as contributors to their own motivation, behavior, and 
development within a network of reciprocally interacting influences’ (Bandura, 
1999, p. 169). Bandura’s Social Cognitive Theory also deals with other concepts 
such as moral judgment and physiological arousal. But most of the researches 
primarily focus on self-efficacy, or the beliefs regarding one's capabilities of 
successfully completing tasks or goals (Locke & Latham, 2002). According to 
Bandura (2005), social cognitive theory takes on an agent-like perspective to 
change, development and adaptation in the individuals. Bandura ( 2005) narrates 
an ‘agent’ as someone who intentionally influences one’s functioning and life 
circumstances. People are characterized by self organizing, proactive, self- 
regulating, and self-reflecting. They are contributors to their life circumstances, not 
just products of them (Bandura, 2005, p. 1). Bandura's Social Cognitive Theory 
focuses on the interactive roles of cognitive / behavioural, personal, and 
environmental factors to determine motivation and behaviors among _ the 
individuals (Crothers, Hughes, & Morine, 2008). According to Bandura, human 
functioning is the result of the interaction among all three of these factors (Crothers 
et al., 2008). These three factors are exclusively illustrated in his Triadic Reciprocal 
Determinism model (Wood & Bandura, 1989). The influencing factors are not of 
equal strength, nor do they all occur concurrently (Wood & Bandura, 1989). For 
example, employee performances (behavioral factors) are influenced by how the 


workers themselves are affected (cognitive factors) by organizational strategies 


(environmental factors). Referring to Figure 1.10, we can illustrate below the 


Triadic Reciprocal Determinism as portrayed by Wood and Bandura (1989). 
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Fig. 1.10: Bandura’s Triadic Reciprocal Determination Model (1989) 


According to Bandura, there are four processes of goal realization. These are self- 
observation, self-evaluation, self-reaction and self-efficacy. These components are 
interrelated to each other effecting on motivation and goal attainment in different 


directions (Redmond, 2010). These are discussed below: 


1.Self-observation: Self-observation is one of the dominating factors for 
developing motivation. It is an effective strategy for one’s progress toward goal 
attainment as well as motivate behavioral changes. Two important factors are 
associated with self-observation: regularity and proximity. Regularity implies that 
the behavior should be continually observed, vis-a-vis, proximity implies that the 
behavior should be observed while it occurs, or shortly after. Self-observation can’t 
perform alone as motivation depends on one’s expectations of outcomes and 


efficacy (Zimmerman & Schunk, 2001). 


2. Self-evaluation: The second factor in goal-realization process is Self-evaluation 
that compares an individual's current performance with a desired performance or 


goal. It is affected by two factors: the standards set and the importance of the goals. 


Goals must be specific, important and achievable. Schunk and Zimmerman (1994) 
argue that specific goals specify the amount of effort required for success and boost 
self-efficacy as progress is easy to gauge. Self-evaluation should be justified with 
reference to its two types of standards: absolute and normative. A grading scale 
would be an example of a fixed or absolute standard. On the other hand, a social 
comparison eg. evaluating one’s behavior or performance against other individuals 
is an example of a normative standard (Zimmerman & Schunk, 2001). An 
individual gains satisfaction when they achieve goals that they value. When 
individuals achieve these valued goals, they are more likely to continue to exert a 
high level of effort. Researchers argue that sub-standard performance will no 


longer provide satisfaction (Bandura, 1989). 


3. Self-reaction: Self-reaction is also another dominating factor for encouraging 
motivation. If the progress made is deemed acceptable, then an individual will have 
a feeling of self-efficacy. Bandura (1989) claims that a negative self-evaluation 
might also be motivating factor in a sense that one may desire to work harder 
provided that they consider the goal to be valuable. Self-reaction also provides 
relief as well as allows a person to re-evaluate their goals in conjunction with their 
attainments. If an individual has achieved a goal, they are likely to re-evaluate and 
raise the standard or goal. On the other hand, if an individual has not achieved the 
goal or standard , they are likely to re-evaluate and lower the standard (goal) to an 


achievable goal. 


4. Self-efficacy: Bandura’s (1989) Social Cognitive Theory primarily focuses on 
self-efficacy. Other studies also notes that one’s belief in the likelihood of goal 
completion can be motivating in itself (Van der Bijl & Shortridge-Baggett, 2002). 
In the context of Social Cognitive Theory, self-efficacy means people's judgements 
about their capability to perform particular tasks. Task-related self-efficacy 
increases the effort and persistence towards challenging tasks. It also nourishes the 
likelihood that they will be completed (Barling & Beattie, 1983, as cited in Axtell 
& Parker, 2003, p. 114). 


In his Social Cognitive Theory, Bandura also propagates different types of self- 
efficacy enhancement strategies. Bandura et all. highlights four empirically verified 


ways to enhancing self-efficacy. These are : (a) skills mastery, (b) modeling, (c) 


reinterpretation of physiological signs and symptoms, and (d) persuasion. The most 
powerful way to increase self-efficacy is through skills mastery. Skills mastery can 
be achieved first by task analysis i.e. breaking skills into very small, manageable 
tasks and then by synthesis 1.e. ascertaining that each small task is successfully 
completed. Modeling is also another effecting strategy for increasing self-efficacy. 
In choosing models the health professionals should select such persons who are as 
much like the client as possible. Matching of age, sex, ethnic origin, and 
socioeconomic parameters are also important. Reinterpretation of Physiological 
Signs and Symptoms is another strategy for developing self-efficacy. Parents rely 
on information from their physiological states while judging capabilities. For 
example, people with arthritis, when encouraged to exercise to improve fitness, 
strength, and flexibility, might interpret the aches, pains, perspiration, and 
increased breathing related to exercise as indicators of personal, physical 
inefficacy. These people need to reinterpret their beliefs about exercise and 
accompanying symptoms then. Persuasion is also an effective way to enhance self- 
efficacy. It is probably the method most familiar to patient educators. It is advised 
often to get individual to believe they have the capability to attain goals. A realistic 
Persuasion does contribute to successful performance. Verbal persuasion should 
not be neglected as it can help people believe it is possible for them to develop the 


skills needed to meet a given situational demand. 


1.2.4.6: Hierarchical Models Of Coping 


Hierarchical model of coping has been devised recently in order to use higher- 
order categories or families to organize multiple lower order ways of coping (Ayers 
et al. 1996, Connor-Smith et al. 2000, Ryan-Wenger 1992, Walker et al. 1997). 
Conceptual and empirical studies identified several types of coping ( Skinner et al. 
2003). These include problem solving, support-seeking, escape, distraction, 
cognitive restructuring, rumination, helplessness, social withdrawal, emotional 
regulation, information-seeking, negotiation, opposition, and delegation. However, 
each family includes more than the lower-order way of coping from which it takes 
its name. In other words, each includes all the ways of coping that serve the same 
set of functions. For example, ‘problem solving coping’ conceived as a higher- 


order category. It includes not only generating solutions to a problem, but also 


other ways of coping that are designed to coordinate actions with available 
contingencies to produce desired or prevent undesired outcomes. These are 
associated with instrumental actions, effort exertion, planning, decision making, 
and repair. Moreover, some of the families have complementary adaptive functions. 
For example, both support-seeking and self-reliance instruct people to coordinate 
their reliance on others with the social resources available. Studies claim that both 
negotiation and accommodation allow people to coordinate their goals with the 
options available. Similar functional analyses have been provided by other 
researchers for ways of coping (Lazarus 1999, White 1974), emotions (Barrett & 
Campos 1991, Sroufe 1996), and action tendencies (Holodynski & Friedlmeier 
2006), as well as for individual ways of coping, such as proximity-seeking 


(Bowlby 1969/1973). 


1.2.4.7: Self-Determination Theory 


Self Determination Theory was developed by Deci & Ryan (1985, 2002) is a 
macro-theory of motivation comprising of four mini-theories. SDT follows an 
organismic perspective by arguing that individuals resemble active organisms that 
seek challenges in their environment in order to foster personal growth and 
development. SDT also employs a dialectic perspective by proposing that social 
contextual factors can facilitate or undermine individuals’ attempts for personal 
growth and development. So, SDT proposes a dynamic person-environment 
relationship that impacts upon subsequent behaviour, emotion, and cognition 
among the individuals. As per the guideline of Deci and Ryan ( 2005), various 
psychological needs provide the basis for examining this dialectic perspective. SDT 
postulates three fundamental and universal human needs and their proper 
satisfaction among the individuals. These are listed as needs for autonomy, 
competence, and relatedness. All three psychological needs are essential, but the 
degree to which they are satisfied varies from one context to another. Self- 
determination can be adopted as an effective coping style for the parents with 


differently abled children. 


1.2.4.8: Integrative Model Of Coping 


Integrative approaches focuses on the strengths and limits of dispositional and 
contextual models. In other words, integrative model approach is strengthened by 
incorporating the environmental system and by noting interactions among variables 
such as personal system, environmental factors, cognitive appraisal, personal well- 
being, and event-related factors (Zeidner & Endler, 1996). Within the framework of 
integrative model of coping, the life crisis of a family is influenced by the relatively 
stable environmental and personal factors. This model tones up the mediating 
effects of cognitive appraisal and coping responses during the life crisis among the 
parents with differently abled children. Bidirectional feedback displays the 
reciprocal influences at each stage. The integrative model of stress and coping is a 
useful instrument along with a grounded theory approach to research. Both 
approaches pins down family perception as a key element to the coping process. 
The integrative model highlights the role of family perception (known as cognitive 
appraisal), vis-a-vis, grounded theory focuses on perception as the voice of the 
research parameter. Further, both models cite the interactions among the 
individual—family; the environment in which she, he, or they exist; and the other 
assets and liabilities operating within the system. As _ per the literature, a grounded 
approach is demarcated by classifying events, action and outcomes as the 
foundation for developing a theory about research. The themes of ‘empowerment’ 
and ‘disempowerment’ from the grounded approach in this study can be further 
illustrated within the context of the integrative model. The personal (panel 2) and 
environmental systems (panel 1) were the two main subthemes. This model also 
mentions another sub-themes such as life transitions (panel 3), cognitive appraisal 
or meaning attribution (panel 4) and well being (panel 5). Panel | of the integrative 
model is concerned with the environmental system, resources, and stress. The 
environmental system is concerned with the community awareness and 
understanding of childhood disabilities and tolerance for atypical behaviour. 
Several studies cited the importance of the support group as a coping mechanism. 
Further, school-related services such as speech therapy, occupational therapy and 
physical therapy were recognized as an important coping style. Panel 2 of the 
integrative model is concerned with the personal system, personal factors, and 
demographic factors. The interviews and journal entries noted factors is concerned 
with panel 2. It also includes hardiness, the ability to obtain social support, and 


socioeconomic variables. A study found that hardiness is a key component for 


coping and is often associated with the ability to obtain social support (Gill & 
Harris, 1991). Panel 3 of the integrative model includes life transitions and event- 
related factors. A study notes that attending to grieving and milestones is important 
for family adaptation (Abbot & Meredith, 1986). Panel 4 of the integrative model 
focuses on cognitive appraisal and coping responses. According to a researcher, a 
parent’s perception of coping resources, social support, and ability to tolerate stress 
is closely linked with wellness or, conversely, illness (King et al., 1999). Prior 
studies found the significance of support from faith communities (Applequist & 
Bailey, 1999; Gill & Harris, 1991; Minnes, 1988) as well as continuing to 
strengthen the relationship of couples raising a child with disability (Ammerman & 
Campo, 1998; Trivette et al., 1990). Panel 5 of the integrative model is concerned 
with the health and well being experienced by families as they adopting stress 
related environment. The integrative model postulates that all of the panels are bi- 
directional and that reciprocal feedback can occur at any stage of the parent’s life. 
A study found that factors that are related to health and well being are emotion or 
problem focused coping in managing stressful periods (Zeidner & Endler, 1996). 
Integrated model of coping uses Grounded theory approach to the research that 
allows the studies to combine several factors in order to get a new direction in 


coping research. 
1.2.4.9: Gender Theories Of Coping 


1.2.4.9.1: Parson’s (1995) Gender Role Theory 


The concept of ‘gender role’ can be interpreted as a set of behavioral norms 
associated particularly with males or females in a social group or system. An 
individual’s gender role comprises many components that can be expressed through 
clothing, behavior, occupation, personal relationships, and other factors. These 
components are not fixed rather ever changing. Talcott Parsons (1955) proposed a 
model of the nuclear family in the USA. According to Parsons, societies evolve as 
the result of functional adaptations to the problems. These problems are presented 
by inter-relationships between (and within) systems. Functional adaptations sounds 
very close to Max's idea of the dialectic. Social systems are functional for their 


existence. Their existence is recognised as a testament to their necessity. 


Parsons (1955) suggested that the feminine role is recognized an expressive one, 
vis-a-vis, the masculine role is instrumental. Expressive activities of the woman 
fulfill ‘internal’ functions, whereas the man performs the ‘external’ functions of a 
family (eg. providing monetary support). The Parsons model was adopted to 
contrast and illustrate extreme positions on the basis of gender roles. Model A is 
represented by total separation of male and female roles, vis-a-vis, Model B is 
represented by the complete dissolution of barriers between gender roles. With 
reference to child care and education, Parson conceived that women takes care of 
the largest part of these functions (Model-A). On the other hand, man and women 
share their function equally (Model-B). With reference to decision making, Model- 
A proposes that man occupies the authoritative role ( choosing the place to live, 
selection of school for the differently abled children) , where as Model-B proposes 
that solutions don’t always follow the principles of findings a concerted decision. 
With reference to housework, Model-A proposes that housekeeping and childcare 
are the primary function of the women, whereas man can participate in 
housekeeping if he desires only. Model-B proposes that all housework is done by 
both parties to the marriage in equal shares. With reference to profession, Model-A 
proposes that workplace is not the primary area for women. Career and 
professional goals are not much important for women. On the other hand, Model-B 
Proposes that equal professional opportunity for men and women are necessary in 
any society. With reference to education, Model-A proposes that high professional 
qualification is necessary for men only. On the other hand, Model-B Proposes that 


same qualification is necessary for men and women. 


According to Parson’s (1955) Gender Role Theory, a family performs two vital 
functions : the stabilisation of the adult personality and_ the socialisation of 
children. This takes place through a four fold role model constituting the structure 
of the family. Parsons demanded that there are certain universal social prerequisites 
of 'normal' personality development. These are concerned with the existence of 
sexuality in infants and the sexual attributes of parents. Since these prerequisites 
are universal and inescapable by nature , the groups in which personality formation 
takes place will have to be organised on primarily ascriptive lines and an individual 
cann’t control their natural attributes. We can see that it is the female adult in a 


nuclear family who will become accommodated to expressive behaviours. The 


male, on the other hand, takes the dominant role of instrumental leader in the 
family as well as in society. Clearly, socialization is viewed to be intimately 


connected to sex role differentiation (Parsons and Bales 1951). 


1.2.4.9.2: The Gender Schema Theory (1971) 


Sandra Lipsitz Bem, a psychologist noted that different biological factors are 
responsible for creating different mentality between mother and father. Bem 
proposed The Gender Schema Theory (1971) based on the aspects of the social 
learning theory and the cognitive-development theory of sex role acquisition. It 
explains how individuals come to use gender as an organizing category in all 
aspects of their life. In 1971, she developed the Bem Sex-Role Inventory. It helps 
us to measure how well an individual conformed to a traditional gender role, 
characterizing those tested as having masculine, feminine, androgynous, or 
undifferentiated personality. She cited that through gender-schematic processing, a 
person spontaneously sorts attributes and behaviors into masculine and feminine 
categories. So a person’s behavior as well their information seeking is controlling 
by their definitions of femininity and masculinity their culture provides. Eve 
Shapiro remarks that ‘gender, like other social categories, is both a personal 


identity and a culture set of behaviors, beliefs and values’. 
1.2.4.9.3: Gender Role Strain Paradigm (GRSP, Pleck 1995) 


Joseph Pleck (1995) in his magnum opus ‘ The Myth of Masculinity ( 1981) 
discuses the inherent problematic characteristics of adherence to gender role 
norms. He outlined that throughout the history of psychology, the psychological 
health of men and boys was seen to be dependent on accepting and incorporating 
biologically rooted essentialist gender traits. These gender traits helps the men and 
boys to build a stable and secure male identity. Pleck claimed that masculine 
behaviour as being shaped by ideologies depends upon time and social and cultural 
context. The predominant ‘traditional’ view of masculinity therefore leads to men’s 
psychological distress. This type of masculinity is characterized by inconsistent, 
impossible to achieve and inherently harmful. He labeled this way of viewing 
masculinity, ‘the gender role strain paradigm’. Pleck viewed gender role norms for 
males as problematic, both when they conform to them and when they do not. This 


idea of masculinity was later revived with the help of three concepts : (1) gender 


role discrepancy strain, (ii) gender role dysfunction strain and (iii) gender role 
trauma strain. According to Pleck (1995), gender role discrepancy strain refers to 
‘traditional’ gender role norms. These norms are often contradictory and 
inconsistent for different types of people. Negative psychological consequences 
such as low self esteem are the result of violating these norms. Pleck (1983) 
pointed out some barriers such as life cycle inconsistencies, historical change, and 
inconsistencies between men’s and women’s expectations that create a challenging 
situation for men to meet the demands of these roles. Whenever men attain 
conformity with these norms, the normative ideals themselves are psychologically 
damaging. This is known as gender role dysfunction strain. For example, men 
should have restricted familial participation- the male ‘breadwinner’ role - as 
having inherent negative psychological side effects. As per the principle of gender 
role dysfunction strain, socially desirable and acceptable characteristics associated 
with the male role (e.g., avoidance of femininity, homophobia, and aggression) can 
have negative consequences for either the males themselves or others. Pleck 
pointed out that many of these characteristics are inherently negative. O’Neil ( 
2008 ) claimed that this subtype implies negative outcomes from endorsing 
restrictive gender role norms” (p. 366). The third concept is concerned with 
‘gender role trauma strain’. When ever male gender role norms are attained, the 
socialization process will become traumatic. For example, a young boy depriving 
the comfort of his mother at a certain age since the masculine gender role norm is 
‘big boys don’t cry.’ As per the principle of gender role trauma, the aspects of male 
gender role socialization, especially the experience of traditional masculine 
ideology, can be inherently traumatic for males (Levant 2011 ). For example, gay 
men may experience normative trauma by virtue of being socialized in a 


heterosexist society (Harrison 1995 as cited in Levant 2011). 


The above mentioned theories based on Gender can help the researcher in 
identifying the gender differences in coping mechanism of parents with disabled 
child. The researcher identifies few variables from Gender Role Theory during the 
time of framing questionnaire and Interview Schedule so that the difference 
between paternal and maternal coping strategies of the differently abled children 


can be realized. As Indian society is following several types of superstitions, 


gender-biases and gender-stereotyping regarding the roles of parenting, so this 


study can’t be conducted without the illustration of Gender Role Theory. 


1.5: Future Perspectives Of Coping Mechanism 

Although a great number of studies has been conducted in the field of stress and 
coping mechanism in our country as well in European countries, there are still 
fertile perspectives to be pursued in future research. Among the promising lines of 
research, two perspectives will be mentioned here. These are: 1. The 
‘psychological’ or cognitive transformation approach of the Lazarus group need to 
be revised in the light of recent discoveries in cognitive science. 2. It is important 
to display the nature of central person-specific goals (or reference values) 
associated with coping styles of the parents with differently abled children, such as 
reducing uncertainty, inhibiting emotional arousal, or trying to change the causes of 


a stressful encounter. 


The stimulus-response conception of stress is out dated and it should be interpreted 
with the help of modern behavioural psychology. Certain psychologists claim that 
Lazarus overstated the ‘cognitive turn' in stress research. In spite of those 
limitations, Lazarus took a stand that is at variance with the multivariate, systems- 
theory perspective proposed in his recent publications on stress and emotions 
(Lazarus 1990, 1991). Firstly, Lazarus postulated that the stress process contains 
variables that should be assessed by means of subjective and objective 
interpretations, such as constraints, temporal aspects, or social support networks, as 
well as responses to be measured at different levels (cf. Lazarus 1990). Second, the 
fact that the findings of the studies by means of objective interpretations with 
reference to stress and coping styles exercise their influence on recent paradigm. 
Lazarus’s concept of cognitive transformation could not be neglected till now 
although is based on objective interpretations (Mischel and Shoda, 1995). Further 
researches need to be conducted in order to understand the aspects of the 
‘objective’ environment that a parent with differently abled children selects for 
transformation. Thirdly, many studies found that stressors do not only create 
subjective (cognitive) responses but also reactions at the somatic and the 
behavioral- expressive level. In fact, the psychological behavior of many 


individuals (especially those high in cognitive avoidance) are demarcated by a 


dissociation of subjective and objective stress responses ( Kohlmann 1997; for an 
early discussion of the psychological meaning of this dissociation see Lazarus 1966 
). Those parents may display relatively low levels of subjective distress but at the 
same time considerable elevations in autonomic arousal. Many studies conducted 
in recent years demand that the concept of subjective-autonomic response 
dissociation has not become obsolete till now as they successfully clarify the 
origin and course of physical diseases and affective disorders. The person-specific 
goals ( reference values) are not only central to understanding the stress and coping 
process, they are, in fact, ‘the core of personality’ (Karoly 1999). Goals define and 
control the nature of the transsituational and trans-temporal relevance of certain 
stressors. These goals are also served as links to other constructs such as self- 
concept or expectancies, influence regulatory processes such as coping, and define 
the efficiency of these processes (cf. Karoly 1999, Lazarus 1991, Mischel and 
Shoda 1995 ). The utilization of global and relatively content-free trait concepts in 
stress and coping research such as anxiety, depression, or optimism has become 
obsolete today. It is expected that a more fertile perspective need to be ushered by 
paying attention to the nature, structure and functions of different psychological 
behaviour associated with stress, anxiety, coping and defences in order to solve the 


problems of the parents raising children with disabilities. 
1.6: Changing Concept Of Disability In Indian Context 


The Convention of Rights of Persons with Disabilities (UNCRPWD: United 
Nation, 2006 w.e.f. 8 May 2008) and the Biwako Millennium Framework for 
Action and Biwako Plus Five (ESCAP 2003) reflect a shift from a medical to social 
model of disability. In the medical model, individuals with certain physical, 
intellectual, psychological and mental conditions (impairment) are regarded as 
pathologic or abnormal; it is simply the abnormality conditions themselves that are 
the cause of all restrictions of activities. In contrast, the social model shifts the 
focus to the society; undue restrictions on behaviour of persons with impairment 
are seen to be imposed by: a) dominant social, political, and economics ideologies; 
b) cultural and religious perceptions regarding persons with disabilities; c) 
paternalism in social welfare systems; d) discriminations by society; e) the 


inaccessibility of the environment and information; and f) the lack of appropriate 


institutional and social arrangements. Thus in this model, disability does not lie in 
individuals, but in the interactions between individuals and society. Census of India 
2001 defined five types of disabilities:- (i) seeing, (ii) speech, (iii) hearing, (iv) 


movement, and (v) mental. 


The education for children with disability has evolved from no education to special 
education, integrated education to present day inclusive education. The inclusive 
education offers education to each child irrespective of the disability and social 
class and the model has been backed by social model of disability which is 
reflected in PWD Act, 1995 and UNCRPD, 2007. Initial resistance from normal 
schools, which was based primarily on misconceptions, has been replaced by 
acceptance to have a “child with special needs” (CWSN) in normal class. Schools 
also benefit with the availability of additional resource persons who act as back up 
support to the school teacher. The Right of Children to Free and Compulsory 
Education (RTE) Act, 2009, under Article 21-A, guarantees that every child 
between 6 and 14 years has a right to full time elementary education and this also 
includes CWSN. The experts working with CWSN feel that children with mild to 
moderate category will definitely benefit from inclusive education. However, the 
children with more severe forms of disability will require to be taught in special 
schools or through home based programs. In addition to reduction in stigma, the 
CWSN are expected to have better development in the inclusive set up. Sarav 


Shiksha Abhiyan (SSA) has played a significant role in the education of CWSN. 


The Eugenics Movement (1880-1930) assumed parents to be the underlying source 
of the child's physical, emotional or intellectual disability. A primary goal of this 
movement was to remove human flaws by regulating human reproduction. Towards 
the end of the 19" century, it was found that some disabilities/conditions are 
genetically passed on to the child by the parents. But, predicting before pregnancy 
whether or not a parent will pass on to the child some genetically linked disability 


is often difficult, if not impossible. 


1.6.1: Intellectual Disabled Children (Or Mental Retarded Children) And 
Their Affects On Parents 


Intellectual Disability, narrowly termed as Mental retardation not only refers to less 
intelligence, but also reduced capacity to adjust and adopt with the needs and 
necessities of everyday life. MR children have delayed intellectual growth, below 
average academic performance and limitations in skills such as communicating, 
social skills and self-help skill. Intellectual disability is a condition in which there 
is a significantly sub-average mental development from birth or early childhood. It 
is substantial limitations in age appropriate intellectual and adaptive behavior and it 
is a lifelong condition and seldom a time-limited condition. Mental Retardation is 
more common in boys than girls. According to International Classification of 


Diseases (ICD), Mental Retardation can be classified under the following heads. 


Referring to Table 1.2, we can see that children with Intellectual disability can be 
classified under the four categories. These are mild mental retardation, moderate 


mental retardation, severe mental retardation and profound mental retardation. 


Table 1.1: Classification Of Children With Intellectual Disability/ Mental 


Retardation 


Mild Mental Retardation (IQ: 50-70,Mental Age 9 to under 12 years), 
Moderate Mental Retardation (IQ: 35-49, Mental Age 6 to under 9 years), 
Severe Mental Retardation (IQ 20-34, Mental Age 3 to under 6 years), and 
Profound Mental Retardation (IQ 19 and below, mental age under 3 years) 


Parents with MR may endure psychological, emotional, social, and economic 
challenges and threats. They feel stress by caring tasks and having worries about 
the present and future life of their children. They may have sadness, and inner pain 
or bitterness due to the disturbing behaviour of the children. They may experience 
some communication problems with their children due to their inability to talk. 
Social challenges involves inadequate social services for their children, stigma, 
burden of caring task, lack of public awareness of mental illness, lack of social 


support, and problems with social life. The economic challenges were poverty, 


child care interfering with various income generating activities in the family, and 


extra expenses associated with the child’s illness. 
1.6.2: Visual Impairment Children And Their Affects On Parents 


Children with VI comprise some of the most socially excluded groups. From 
educational point of view VI is a condition in which a student’s vision is deficient 
to the extent that it significant affects his school functioning. Visually handicap is 
reflected on their classroom learning, participation in co-curricular activities and 
doing home assignments. Mild visually disabled children get education in inclusive 
setting and usually go unnoticed for quite a long time. The Persons with 
Disabilities (Equal Opportunities, Protection of Rights and Full Participation) Act, 
1995 has given the following respective definitions to blindness and low-vision: 
Blindness refers to a condition where a person suffers from any of the following 
conditions namely: 

a.Total absence of sight. 
b. Visual acuity not exceeding 6/60* or 20/200 (Snellen) in the better eye with best 
correcting lenses 

c. Limitation of field of vision subtending an angle of 20 degree or worse 

* 6/60- means one can see at 6 metres what someone with standard vision could 
see from 60 metres away. 

Person with low vision means a person with impairment of vision of less than 6/18 
to 6/60 with best correction in the better eye or impairment of field in any one of 
the categories: 

a. Reduction of fields less than 50 degrees 
b. Heminaopia with macular involvement 


c. Altitudinal defect involving lower fields 


Ministry of Social Justice and Empowerment, again defined VI in the article , 
namely ‘Guidelines for evaluation of various disabilities and procedure for 
certification Notification dated 1 June, 2001.The Gazette of India 
extraordinary. Part 1. Section 1. No 154(last accessed on 2008 Nov 27). 

Referring to Table 1.2, we can see the categories of Children with Visual 


Impairment as per the above mentioned guideline: 


Table 1.2: Categories Of Children With Visual Impairment 


Category | Corrected VA -- | WHO Definition Working Indian 
better eye definition definition 

I 6/6-6/18 Normal Normal Normal 

1 <6/18- 6/60 Visual Impairment | Low Vision | Low Vision 

Z <6/60- 3/60 Severe Visual Low Vision | Blind 

Impairment 

3 <3/60- 1/60 Blind Low Vision | Blind 

4 <1/60- PL Blind Low Vision | Blind 

5 NPL Blind Total Total 

Blindness Blindness 


The most important problem facing by a parent with VI child is to maintain 
Healthy Live Skills. Such type of parents might have noticed some missing or 
delayed skills. They have to learn many developmental milestones occur later in 
children with visual impairments, likely due to decreased motivation to move 
without sight and due to a lack of learning through observation (incidental 
learning). The problem also arises regarding their performances in Home 
Assignment. Illiterate Parents can’t support their blind children if they are 
following Braille method. Parents need ongoing support during the early years. As 
they learn to live with a VI children, they experience a progression or developing 
levels of feelings. In some cases marital confliction might happen as the spouse 
blame each others regarding their performing responsibilities towards the blind 
child. Professional help is necessary if the spouse are suffering from poor mental 
health. Teacher should not provide necessary help or therapy for such type of 
parents unless they have had no training in counseling. Most of the researcher 
argue that socio-economic status and social support plays a vital role to minimize 
their problems. Otherwise , they might suffer from stress, anxiety and depression 


like parents with other type of severe differently abled children. 
1.6.3: Hearing Impairment Children And Their Affects On Parents 


Hearing Impaired children face double problem, one in the area of reception and 


other in the area of communication. The language retardation in the deaf child 


seriously affects the various aspects of their development , say for example 
cognitive , speech ,social, and educational development. Learning for young 
children is a social activity where new skills and understanding are gained through 
interaction with both adults and their peers. Deafness hampers the learning process 


of the children. 


Referring to Table 1.3, we can explain the degree of hearing loss as mentioned in 


the next page: 


Table 1.3: Degree Of Hearing Loss 


Degree of Hearing Loss 


Degree of dB Level Speech Hearing 
Catetory 
Impairment (HL) Recognition in % 
I Mild Hearing | 26 to 40 dB} 80 to 100% in| Less 
Impairment in better ear | better ear 
II (a) Moderate 41 to 60 dB | 50 to 80% in | 40% 
Hearing in better ear | better ear 
Impairment 
II (b) Severe Hearing | 60 to 70 dB | 40 to 50% in| 51% 
Impairment in better ear | better ear 
IH (a) Profound 71 to 90 dB | Less than 40% | 71% 
Hearing in better ear | in better ear 
Impairment 
IH (b) Total deafness | 91 dB and | Very poor | 100% 
above in | discrimination 
better ear 


The diagnosis of a hearing loss in the child can lead to an unexpected and rapid 
change in the parent. Parents experience an initial shock after the diagnosis that 
then evolves into other emotions. As stated earlier, some of these emotions may 
include: denial, disbelief, avoidance, sadness, anxiety, and fear (Koester & 
Meadow-Orlans, 1990). Ellis (1989) showed that parents with hearing loss not only 
experience stress, but also suffer from a number of mental illness eg. self-doubt, 
humiliation, disappointment, loss of control, guilt, panic, and a feeling of being 
overwhelmed all stemming from the loss of their “perfect” child. Luterman (2008) 
pointed out that parent’s sense of inadequacy and the prevalence of feeling 
overwhelmed in the face of their future. He cited that anger as well as guilt is the 
most persistent feeling experienced by the parents with hearing loss caused by 
unfulfilled expectations. Such type of parents also often experience confusion due 
to lack of proper information. This in turn can contribute to feelings of 
vulnerability. Professionals and social workers should be aware of the emotions 
parents are experiencing. They should provide acceptance and an understanding 
environment in which parents feel safe moving through their grief and emotions 
(Luterman, 2008). They should assist the parents in order to develop their personal 
resources. Hintermair (2006) pointed out that personal resources are psychological 
characteristics and strengths that help parents cope with typical life situation. The 
psychological characteristics may include a sense of coherence, self-esteem, 
optimism, and competence in dealing with the child’s hearing loss. Luterman 
(2008) even claimed that grief of the parents as well as their families who are 
managing communication disorders as chronic and episodic. Such type of grief is 
viewed as a continuous process (Kurtzer-White & Luterman, 2003). A great 
number of studies also claimed that trigger events contribute to the incessant 
emotional stress of the parent (Kurtzer-White & Luterman, 2003; Koester & 
Meadow-Orlans, 1990). Trigger events are the reminders to the parent of the 
discrepancies between the parental expectations and the child’s true performance. 
Examples of trigger events may include seeing another child talking and playing, 
birthday parties, Individualized Education Plan (IEP) meetings, teacher 
conferences, and audiology appointments. In some literature trigger events are 
interpreted as any event that causes a parent to experience a previous stage of grief 
reemerge would be considered a trigger event (Kurtzer-White & Luterman, 2003; 


Luterman, 2008). 


1.6.4. Autism Children And Their Affects On Parents 


Autism is one of the five pervasive developmental disorders (PDD). These are 
characterized by widespread abnormalities of social interactions and 
communication, and severely restricted interests and highly repetitive behaviour. 
These symptoms do not imply sickness, fragility, or emotional disturbance. Parents 
usually notice signs in the first two or three years of their child's life. These signs 
often develop gradually. Unlike with autism, people with Asperger Syndrome have 
no substantial delay in language development. The terminology of autism can be 
bewildering, with autism, Asperger Syndrome and PDD-NOS often called 
the autism spectrum disorders (ASD) or sometimes the autistic disorders. In some 
literature autism itself is often viewed as autistic disorder, childhood autism, 


or infantile autism. 


Types of Autism children may include: 


« Autistic Disorder 
« Asperger’s Syndrome 


« Pervasive Development Disorder 
1.6.4.1: Autistic Disorder 


This type of spectrum can also be known as “classic” autism. This type is usually 
what people think of when they hear the world “autism.” According to the Autism 
Support of West Shore, those with this type of spectrum disorder have “significant 
language delays, social and communication challenges, and unusual behaviors and 
interests.” These people are usually affected by intellectual disabilities as well. This 
type is considered the most severe form of autism and also the most common. 
Children having autistic disorder may have faced problems with being touched by 
other people, perform restricted or repetitive behaviors, experience sensory 
overload, and may have issues communicating. Most other types of autism have the 
same symptoms, but this particular type means that those symptoms are much more 


severe. 
1.6.4.2: Asperger’s Syndrome 


This is one of the milder types of autism spectrum disorder. People with Asperger’s 


may experience the same symptoms as the other types, but they tend to be milder. 
Usually, people with Asperger syndrome have unusual behaviors and interests, in 
addition to social challenges. These symptoms tend to be the most difficult of this 
type of spectrum, as problems with language or intellectual disability do not tend to 


affect those with Asperger’s. 
1.6.4.3: Pervasive Developmental Disorder 


This type of autism spectrum disorder is also known as “atypical autism.” This type 
is typically reserved for those who meet some of the criteria for the other two 
types, but not all of them. Those affected with PDD-NOS (Pervasive 
Developmental Disorder-not otherwise specified) experience milder symptoms or 
fewer symptoms. Quite typically, those with PDD-NOS only suffer from social and 
communication challenges. These people tend to be the highest-functioning autistic 
types and simply do not fit into any of the other categories or types of autism 


spectrum disorders. 


Most parents experience stress, but parents raising children with autism experience 
‘Stress’ with a capital ‘S’. Such type of parents require extra efforts as family 
adaptation and cohesion was a great challenge for them. They need to keep their 
child from running away, manage meltdowns, avoid sights or sounds that overload 
his senses, and drive to therapists or doctors, wrangle with teachers about special 
education needs. Many children with autism simply don't sleep well. Highly- 
stressed parents with autism also experience more mental health problems, 
including depression and anxiety. A great number of studies also found that highly- 
stressed parents have experienced stigma — the negative social reactions and beliefs 
of others. It increases stress for such parents. (Myers, Mackintosh & Goin- 
Kochelm,2009; Bonis,2016). Stigma often contribute to social isolation. According 
to a study of families in the Simons Simplex Collection project, some parents 
having children with autism felt that invitations stopped coming due to worries 
about their child's behaviours. Families raising a children with autism may even 


isolate themselves to avoid uncomfortable situations at social events. 


Besides stigma, other factors that can increase stress on parents with autism may 


include a child's: Challenging behaviors, including hitting, throwing things, head- 


banging and other forms of self-injury, repetitive behaviors, and tantrums. (Dykens, 
Fisher, Taylor et.al.,2014) , Bonis (2016), Poor sleeping (Malow BA, Byars K, 
Johnson K, et al.,2010), and picky (Bonis,2016) or disruptive eating habits 
(Thullen, Bonsall,2017). Parents of children with autism earn less — and work 
fewer hours — than people whose children have other health problems, or no 
medical problems at all. Families may struggle to pay for therapies that are not 
covered by health insurance or provided by schools. More trouble following their 
children's behaviour plans ( Kazdin,2009) and implementing autism interventions. 


(Parish, 2006 ; Baker & Drapela 2010; Cloud, 2010; Bonis,2016) 
1.7: Coping Mechanism , Its Types And Functions 


The term ‘coping mechanism’ is not a new one. It became a popular term formally 
during the 1960s and1970s in the European countries, along with the burgeoning 
interest in stress and anxiety. Coping is the conscious effort to reduce stress. It 
develops from prior mastery of stressful situations and within social relationships. 
Coping is part of health and wellbeing, that includes healthy environments, 
responsive parenting, sense of belonging, healthy activities, coping, resilience and 
the treatment of illness. Environmental conditions during development contribute to 
the heterogeneity of an individual's response to adversity encountered as an 
adult. Social factors both reduce emotional reactivity and help modulate stress 
responses. Healthy activities such as sleep, nutrition, physical activity and 
pleasurable and mastery activities can help the parents with differently able 
children in reducing their emotional reactivity. Resilience is viewed as the 


consequence of coping with stressful situations—bouncing back after adversity. 


Coping mechanism or strategies are remedial action undertaken by people whose 
survival or livelihood are comprised or threatened. It is also known as ‘survival 
skills’. These are strategies that people use in order to deal with stresses, pain and 
natural changes that we experience in life. 

Turnbull and colleagues (2011) identifies five “life management skills” to assist 
parents with differently abled children in order to cope their stressful situations. 
These are: 

a) Reframing- changing how the parents with differently abled children are 
thinking. 


b) Passive Appraisal-setting aside their worries 

c) Spiritual Support- finding comfort and guidance for the parents from spiritual 
beliefs 

d) Social Support- receiving social and emotional support from friends, family, 
neighbours and social media. 

e) Professional Support- receiving assistance from professionals, agencies, social 


workers etc. 


Positive or Adaptive or Constructive Coping also plays a vital role in reducing the 
stressful events of the parents of differently abled children. For example, 
anticipating a problem is recognized as a positive coping offering proactive 
functions. Anticipation is occurred in the parents with differently abled children 
when one reduces the stress of some difficult challenge by anticipating what it will 
be like and preparing for how one is going to cope with it. Two others are social 
coping, such as seeking social support from others, and meaning-focused coping, in 
which the person concentrates on deriving meaning from the stressful experience. 
Adequate nutrition, exercise, sleep contribute to stress management, as do physical 
fitness and relaxation techniques such as progressive muscle relaxation. One of the 
most positive methods parents with differently abled children may use to cope with 


painful situations is humor. 


While adaptive coping strategy improves functioning in the parents with differently 
abled children, a maladaptive coping strategy just reduces symptoms while 
maintaining and strengthening the disorders. Maladaptive strategies are more 
useful in the short term rather than long term coping process. Examples of 
maladaptive behavior strategies may include dissociation, sensitization, safety 
behaviors, anxious avoidance, and escape ( self-medication). In comparison to 
maladaptive coping, Emotion-focused strategies are directed towards reducing or 
preventing emotional reaction in the parents with differently abled children. This 
may include managing feelings by finding methods of release or distraction such as 
seeking social support or using relaxation techniques. Problem-focused coping 
strategies are used for reducing or eliminating a stressor or the cause of a problem. 
Important problem focused coping may include finding more information about the 


issue, learning new skills to manage it, or evaluating the pros and cons of the 


alternatives. Problem-focused coping include aggressive interpersonal efforts to 
alter the situation, as well as cool, rational, deliberate efforts to problem solve, 
whereas emotion-focused coping include distancing, self-controlling, seeking 
social support, escape-avoidance, accepting responsibility, and positive reappraisal. 
Appraisal-focused strategies are directed towards challenging assumptions and 
modifying the way the parents think. This may include distancing yourself from the 
problem or challenge, altering goals and values, or identifying the humor in the 
situation to bring a positive spin. These are useful when there is no straight- 


forward solution to a problem for the parents. 


Literature on coping often distinguishes coping styles into two broad categories: 
Active coping and avoidance/passive coping. Active coping includes behaviors that 
attempt to reduce stress by alleviating the problem directly, whereas avoidance 
coping includes behaviors that reduce stress by distancing oneself from the 
problem. Active coping has been viewed as the healthiest and most beneficial way 
to reduce stress. Acting coping is directed towards the utilization of those 
psychological or behavioral coping efforts that are characterized by an attempt to 
use one’s own resources to deal with a problem situation (Zeidner & Endler, 1996). 
These responses are designed either to change the nature of the stressful situation 
or event in order to decrease the problematic nature of that situation or event, or to 
modify how one thinks and feels about it in order to change one’s reactions to it. 
Examples include solving problems, reframing the meaning. On the other hand, 
avoidance coping is concerned with negative personality traits, potentially harmful 
activities, and generally poorer outcomes. Passive coping refers to feeling of 
helplessness to deal with the stressor and relying on others to resolve the stressful 
event or situation (Zeidner & Endler, 1996). Several studies found that avoidance 
coping often has beneficial outcomes. Long and Haney claimed that both jogging 
and relaxation techniques were equally successful at lessening anxiety and 
increasing feelings of self-efficacy in the parents with differently abled children. 
Therefore, it seems that positive forms of passive coping such as exercise and 
meditation have qualitatively different outcomes from negative forms such as binge 
eating and drug use. These positive forms of passive coping technique may be 


particularly useful for alleviating stress when a parent with differently abled 


children does not currently have the resources to eliminate the problem directly. It 


hints at the advantage of flexibility when engaging in coping behaviours. 


Coping has two major functions: dealing with the problem that is causing the 
distress (problem-focused coping) and regulating emotion (emotion-focused 
coping). Problem-focused coping is concerned with aggressive interpersonal efforts 
to alter the situation, as well as cool, rational, deliberate efforts to problem solve. 
Emotion-focused coping is , on the other hand, aimed at minimizing the emotional 
distress that is triggered by stressful events. Emotion-focused coping is well suited 
for stressors that seem uncontrollable. Emotion-focused coping was developed by 
the psychologists Susan Folkman and Richard Lazarus (1980s). This coping 
technique emphasizes changing one's emotional reaction to a stressful or upsetting 
situation, such as receiving a diagnosis for a terminal illness. As the name 
indicates, emotion-focused coping focuses on emotions rather than one's beliefs or 
actions as a means of making an unpleasant situation more tolerable. Several forms 
of problem-focused and emotion-focused coping has been identified in previous 
studies that can help the parents with differently abled children in reducing their 
stress (Aldwin, Folkman, Schaefer, Coyne, & Lazarus, 1980; Folkman & Lazarus, 
1985; Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, in press). In 
surveys of Western expatriates in Hong Kong and mainland China, Selmer ( 1999, 
2001a ) has shown that problem focused and emotion-focused coping techniques 
positively and negatively are associated with different facets of adjustment. Ward 
and Kennedy ( 2001 ) arrived at a similar conclusion with British expatriates in 
Singapore, adopting different operationalizations of coping behaviors and 
adjustment. They concluded that both approach and avoidance coping strategies 
negatively and positively related to depression, , similar to other findings regarding 


problem- focused and emotion-focused coping styles. 


1.8: Ways Of Coping Mechanisms In The Parents With Differently Abled 
Children 


Parents with differently abled children may adopt different ways of coping 
mechanisms in order to tackle different stressful situations. Confronting coping is 
probably not a useful way of dealing with an illness among the parents with 


differently abled children. If the problem is another person’s actions in face of an 


illness, then confronting could be a very useful strategy for the parents. For 
example, if a spouse is nonsupportive, confronting him or her seems to be a useful 
coping mechanism. Confronting coping may help the parents with differently abled 
children to take action against a destructive behaviors, such as excessive drinking. 
Distancing is the another coping strategy by which parents separate themselves 
from the problem or difficulties. They may somehow convince themselves that 
their condition is different from others. So they cannot benefit from the experience 
of others. Parents may complain against the authority or other parents as their 
experiences cann’t support them. Self-control is also a highly useful coping 
strategy as most health educators prefers it for reducing stress among the parents 
with differently abled children and also for adults who are addicted to drugs. It is 
concerned with active interest in dealing with the problem by taking charge and 
practicing activities (eg. self-care, problem solving, and active decision making). 
Health practitioners should not encourage the parents by using Self-control as a 
coping strategy too much, as it may contribute to blaming the victim. For example, 
someone who has deformities due to arthritis should be encouraged to exercise. He 
should never be blamed for causing the deformities due to a prior lack of exercise. 
In highly unpredictable or uncontrollable situations, the unfettered use of self- 
control could lead to learned helplessness. Seeking social support may also be a 
useful coping mechanism for the parents with differently abled children. Social 
support is usually considered but may not always be useful and productive. 
Accepting responsibility is another type of coping mechanism that applies more to 
business than to illness. Some illnesses may be partly originated from one’s past 
actions. Yet parents with differently abled children should try to get someone to 
accept responsibility. Taking personal responsibility is extremely beneficial when 
trying to encourage preventive practices or self-management of a chronic disease. 
Thus, accepting responsibility as a coping strategy is most helpful when it is used 
selectively. Escape-avoidance can be either useful or counterproductive. For 
example, a delay in seeking medical advice for child with mild hearing loss may 
increase the damage and create more serious health problems in that child. Problem 
solving is one of the most effective illness coping strategies. Unfortunately, most 
patient education programs teach specific solutions to problems rather than the 
problem-solving process itself. Teaching problem-solving skills as a coping 


strategy need to be utilized more. Positive reappraisal is a strategy used 


successfully by many parents with illness. Instead of dwelling on what they cannot 
do, they work at being successful at what they can do. By looking at an illness as a 
challenge or opportunity, many parents have been able to accomplish things that 
they would never have done if they had not been faced with the illness. Again, this 
strategy deserves emphasis in health education programs and can be done by 
helping people identify, set, and work toward personal goals. Rosenstiel and Keefe 
advocated another types of coping strategies. In their studies, patients with low 
back pain were found to employ coping strategies such as reinterpreting, activity, 
distraction, self-talk, ignoring, and prayer. Two of these strategies, reinterpreting 
and ignoring, are similar to Lazarus and Folkman’s (1983) strategies of positive 
reappraisal and escape-avoidance. In many studies, Activity was found to be an 
excellent coping strategy, especially when dealing with pain or depression, or 
trying to change habits like overeating or smoking. This coping strategy may 
include physical activity such as walking or swimming, to more passive activities 
such as knitting, reading, or painting. Distraction as a coping strategy is also highly 
beneficial for reducing pain, depression, and changing habits. It works on the 
principle that the human mind cannot focus on two things simultaneously. 
Therefore, if the mind is occupied, pain, depression, and other problems are 
lessened, at least temporarily. Distraction can take many forms. The goal is to keep 
the mind fully occupied on some other activity, rather than on the stressor, so its 
effects are lessened. Self-talk is a variation of positive thinking and a form of 
cognitive restructuring, and is discussed later in this article. All of us talk to 
ourselves from time to time. Self-talk can be either a negative or a positive coping 
strategy as it often becomes a self-fulfilling prophecy. In fact, negative self-talk can 
add to one’s sense of helplessness. Therefore, in helping parents use self-talk 
constructively, and they have to write down the conversations they have with 
themselves and then change all the negative talk to positive talk. Prayer is also 


effective strategy that is sometimes forgotten by health educators. 


The strategies derived from stress and coping theory provide us a clue for applying 
various coping strategies in minimizing different critical life situations. Time and 
effort should be taken to formalize the teaching of such strategies in parents’ 
education so that they can tackle their problems while raising children with 


disabilities. Not all strategies will work for all parents in all situations. An 


differently abled children becomes less effective, suspends, or stops altogether. 
Coping may resume if resources again become available. In the context of 


disability study, there is a linear relationship between a stressor and a stress. 
1.9: Coping Resources For Parents With Differently Abed Children 


A parent’s ability to cope with different critical situations while raising a child with 
disability/ disabilities depends on the resources (human and financial). The proper 
application of these human as well as financial resources can reduce their stressful 
events. Coping resources may include include intelligence, education, experience, 
creativity, money, resolve, tranquility, serenity, tolerance, rest, supportive friends 
and family, charm, health and energy, optimism, time, patience, confidence, 
courage, judgment, ingenuity, tools, materials, social skills, emotional competency, 
perspective, perseverance, and other personal strengths. It can be hypothesized that 
if resources are unavailable or become exhausted then coping process of the 
parents with Children with disabilities becomes less effective,suspends,or stops 
altogether. Coping may resume if resources again become available. In the context 


of disability study,ther is alinear relationship between a stressor and a stress. 
1.10: Aspects Of Coping Mechanism 


Coping Mechanism includes two types of aspects which are essential for 
manipulating different types of life hazards of the Parents having differently abled 


children. These are the following: 


1.Solving the material or physical problem : It implies that healing the person or 
moving heaven and earth to find a cure for whatever is causing the 
illness/pain/discomfort. 

2.Addressing the accompanying emotions: It is nothing but an emotion-focused 
coping approach. It is essential for reducing symptoms of the chronic illness 


among the parents with differently abled children. 


In other words, effective coping strategy recognizes two aspects : what the parents 
can change (behaviour/attitude/make the differently abled child as comfortable as 
possible ) and what they cannot ( cannot cure/heal the disability). 


1.11 : Gender Differences In Coping Strategies 


‘Gender difference in coping strategy’ refers to the ways in which men and women 
differ in managing psychological stress. There is evidence that males often develop 
stress due to their careers, vis-a-vis, females often experience stress due to issues in 
interpersonal relationships. Early studies claimed that there were gender 
differences in the sources of stressors. Recent studies emphasize the concept of 
gender differences in coping strategies among the parents with differently abled 
children. In human body, hormones play a part in stress management. Cortisol, a 
stress hormone, was found to be elevated in males during stressful situations. In 
females, however, cortisol levels were decreased in stressful situations, and instead, 


an increase in limbic activity was noticed. 


1.12: Defence Mechanism And Its Classification 


Defence mechanisms are viewed as unconscious process providing temporary relief 
to reduce the stress and anxiety. Sigmund Freud was one of the first proponents of 
this construct. All defence mechanisms are responses to anxiety. Defence 
Mechanism listed in the current study has been classified as per the guideline of 


Villiant’s categorization of Defence Mechanism. 


The psychiatrist Vaillant (1971) introduced a four-level classification of defence 
mechanisms as follows : 
¢ Level I - pathological defenses (psychotic denial, delusional projection). 
¢ Level II - immature defenses (fantasy, projection, passive aggression, acting 
out). 
* Level III- neurotic defenses (intellectualization, reaction formation, 
dissociation, displacement, repression). 
¢ Level IV - mature defenses (humour, sublimation, suppression, altruism, 


anticipation). 
1.13: Need And Justification Of The Study 


Parents plays a vital role in supporting children grow and develop to their full 
potential. Children with disabilities most significantly depend on their parents or 


guardians for basic needs support such as nutritious food, life-skills, special 


education, protection, care at all times, guidance but especially during life 
difficulties and times of crisis. Intellectual Disability or any kind of disabilities in 
childhood and adolescence can transform into a chronic situation requiring proper 


attention, help and support from parents as well as other family members. 


Thus parents with differently abled children have to perform certain additional 
responsibilities as the onset and chronic presence of a child with disability can 
contribute to a stressful event or crisis for the parents. Generally parents consult 
with health professionals, black magicians as well as their religious teachers to 
recover from this type of crying situations. A study outlined that parents having 
differently abled children that have ongoing contact with health professionals are 
more likely to recover from the crisis and cope with the situation (Schmidt, Lay, 
Gope et. al, 2006). They strongly claimed that home based treatment programs for 
children with disabilities appear to be an effective, reliable and sustainable strategy. 
This types of intervention strategies would also be effective if the health system is 
overburdened with infectious diseases. However, the success of such interventions 
demands compliance of patients and parents, and support from highly skilled social 
workers and therapists. Specialized health services for children with disabilities 
have been established in our country but they are few in numbers. Medication is 
not always available due to limited government support. Parents are then supposed 
to buy medicine for their children from private pharmacies. Moreover, most of the 
countries lack sufficient health care workers who are specialized in child and 
adolescent mental health. There are very few special schools in our country for 


children with disabilities including those with intellectual disability. 


Parenting a child with visual impairment is not an easy task as they are a highly 
heterogeneous group. Children with visual impairment may face many problems 
like behavioral problems, problems of social adjustment, problems in learning, 
poor intelligence, academic difficulties, slower speech, sexual abuse by the 
neighbours etc. According to WHO (2011) forty -five percent of visually impaired 
children has strong developmental delays in the observed skills and about twenty - 
eight percent financial non support. Older visually impaired are prone to be 
relatively more shameful for their disability. Most of the visually impaired children 


as well adolescents are prone to suffer from sleep wake schedule disorder. Most of 


the studies reported that aggressive behaviour were present in a totally visually 
impaired children. Depression is also severely present in visually impaired 


adolescents than normal sighted person. 


Parenting a child with hearing impairment can also be rejuvenated with the help of 
effective coping mechanism. According to Bulletin of the World Health 
Organization, hearing loss affects about 1.1 billion people to some degree 
throughout the world. About 5% (360 to 538 million) of the world population is 
considered as hearing impairment and 124 million people is suffering from 
moderate-to-severe hearing disability. Of those with hearing loss, it began during 
childhood for 65 million (The World Bank Report -2011). Parents may need to use 
or understand sign language for supporting their children with hearing loss. They 
are also members of Deaf culture. It is reported that half of cases of hearing loss are 
preventable. About, 60% of hearing loss in children under the age of 15 can be 
avoided if proper medication or treatment is given at a proper time. Parents of the 
children with hearing loss should be aware of a number of preventative strategies 
for supporting their children with hearing impairment. These may include 
immunization againstrubellato prevent congenital rubella syndrome, 
immunization against H. influenza and S. pneumonia to reduce cases of meningitis, 
and avoiding or protecting against excessive noise exposure. The WHO (2004, 
2009) also recommends immunization against measles, mumps, and meningitis, 
efforts to prevent premature birth, and avoidance of a certain medication as 
prevention. Noise exposure is a significant risk factor for noise-induced hearing 
loss in the children and adolescents, that can be prevented with the help different 
types of coping strategies. Different intervention programs should be organized for 
specific populations such as_ school-age children, adolescents and 
workers. Education regarding noise exposure increases the use of hearing 


protectors (El Dib, R.P., Mathew, J.L., & Martins, R.H., 2012). 


Compared to other types of disabilities, parenting a child with autism is one of the 
most challenging tasks (Krauss, 1983). Autism hampers information processing in 
the child’s brain by altering connections and organization of nerve cells and 
their synapses. In the DSM-S, autism and less severe forms of the condition such as 


Asperger syndrome and pervasive developmental disorder not otherwise 


specified(PDD-NOS), have been included into the diagnosis of autism spectrum 
disorder (ASD). Nearly 24.8 million people (2015) have been suffering from 
autism throughout the world. In the developed countries, about 1.5% of children 
are diagnosed with ASD (The World Bank Report, 2017. It occurs four-to-five 
times more often in males than females. Smith (2019) pointed out that parents with 
autism need to be developed different types of coping styles such as educating 
yourself about autism and its nature, building a support system, creating a network 
for supporting similar types of parents, making time for developing relationship 


with the family members and neighbours, seeking help, etc. 


At present, parenting a differently abled child as well as adolescents represents an 
important area that needs proper attention. There are different ways in which 
disabilities of the child can be manipulated in the family. It is better to realize those 
abnormalities in a priority manner based on their frequency of occurrence, degree 
of impact, therapeutic possibilities, and lon- term care effect. As parents play a 
significant role in caring for disabled children, they should be aware of different 
coping techniques in order to support their children with special needs. Parents 
need to cooperate with the therapists in identifying the disabilities in the children 
and therefore they have to follow the guidelines of them in order to support their 
children. It is crucial that children receive appropriate care and support at home and 
during the outpatient visit to the hospital in order to meet their health needs. The 
need of this study is to explore the challenges parents or families experience while 
caring for their disabled children. Specifically, it aims at identifying the 
psychological, emotional, and social problems they face by living with a disabled 
child in the family, ways in which differently abled children interfere with 
economic activities in the family, and determining ways through which parents 
address these challenges. Previous studies on the area of coping mechanisms of the 
parents have not been adequately explained by the researchers. The study intends to 
bring fresh insights into these phenomena’s and offer appropriate intervention 


mechanisms. 


Parenting a child with disability is viewed as a human rights issue (Quinn, 2002). A 
range of international documents pointed out that disability is a human rights issue, 


including the World Programme of Action Concerning Disabled People (1982), the 


Convention on the Rights of the Child (1989), and the Standard Rules on the 
Equalisation of Opportunities for People with Disabilities (1993). Children with all 
types of disabilities experience inequalities, subject to violations of dignity and 
sometimes deny autonomy. If the people are denied equal access to health care, 
employment, education, or political participation because of their disability, this 
will be a matter of human rights as well.. But recently, disabilities are not 
recognised as a human rights issue only as it is incompatible with prevention of 
health conditions as long as prevention respects the rights and dignity of children 
with disabilities, for example, in the use of language and imagery (Wang, 1998; 
Lollar, Crews, 2003). Preventing disability in the children should be recognised as 
a multidimensional strategy. It is concerned with prevention of disabling barriers as 
well as prevention and treatment of underlying health conditions (Coleridge , 
Simonnot, Steverlynck, 2010). International Classification of Functioning, 
Disability and Health viewed disability as a dynamic interaction between health 
conditions and contextual factors, both personal and environmental (WHO,2001). 
The experts of the CIF promoted ‘bio-psycho-social model’ representing a 
workable compromise between medical and social models. A scholar in the field of 
disability viewed ‘disability’ as an umbrella term for impairments, activity 
limitations and participation restrictions. It refers to the negative aspects of the 
interaction between an individual (with a health condition) and that individual’s 


contextual factors (environmental and personal factors) (Leonardi, 2006). 


At present, disability should be considered as a ‘development issue’, because of its 
bidirectional link to poverty. A Nobel Laureate argued that disability may increase 
the risk of poverty, and poverty may increase the risk of disability (Sen, 2009). 
Another Researcher demanded that the onset of disability may contribute to the 
worsening of social and economic well-being and poverty through a multitude of 
channels such as the adverse impact on education, employment, earnings, and 
increased expenditures related to disability (Jenkins & Rigg, 2003). A great number 
of studies also found that children with disabilities are less likely to attend school. 
Such type of children are experiencing limited opportunities for human capital 
formation and facing reduced employment opportunities and decreased 
productivity in adulthood (Burchardt, 2005; Filmer, 2008; Mete C, 2008). Amartya 
Sen’s capabilities approach (Sen, 1992; 1999) provides a useful conceptual 


framework to understand development, which can be of particular value for the 
disability human rights field also (Dubois & Trani, 2002). This is compatible with 
both the ICF (Mitra, 2006) and the social model of disability (Braithwaite, Mont, 
2009). It promotes the understanding that the poverty of persons with disabilities 
and other disadvantaged groups comprises social exclusion and disempowerment, 


not just lack of material resources. 


Providing a justification of this research topic stems solely from the outcome of the 
literature review. From the review, it is cleared that the methodologies previous 
studies employed did not adequately explain the phenomenon. It may be that new 
methodology in other field of studies may contradict the existing knowledge about 
the phenomenon and offer fresh insight which the investigator wants to apply. It 
may be that the way the problem and its associated concepts were approached and 
defined were problematic and it may be that contemporary problem have falsified 
at the previous claims about the issue the investigator are investigating. By the time 
the researcher do a thorough review, any of the aforementioned points will come 


out and that will help provide a good justification for this research. 


1.14: The Problem 


Identifying the problems to study can be a challenging issue due to pursuing a goal 
of formulating a socially relevant and researchable problem statement that is 
unique and does not simply duplicate other works. There is a huge number of 
issues related to stress, anxiety, depression, defence styles, coping mechanisms, and 
emotional control strategies that could be investigated in the current study. It is 
rightly a challenging task to narrow down the problem in an appropriate 
phenomenon associated with coping mechanisms of parents having differently 
abled children, that can be used as a lens to understand the concerned issues. 
Problems viewed in the study may exist from multiple sources of evidences such as 
a theory related to stress and coping mechanism, interdisciplinary perspectives, 
personal experiences towards disability, interviewing practitioners, and relevant 


literature on disability. 


A problem may be originated with reference to identifying the demographic 


variables and socio-economic condition of the parents with differently abled 


children who live in the geographical area the study undertaken. Mu’ala et al. 
(2008) showed that parents with neurological disorders suffers a low 
socioeconomic status, because of the burden of care. Researchers like Dervishaliaj 
(2013) and Misura (2017) showed that parental stress reciprocally affects the 
disability condition of their child. The more the parents are dissatisfied, the more 
they are poorer at meeting their child's needs. A huge number of studies also noted 
that the high rate of stress in parents originates from financial difficulties, which 
parents with differently abled children often have ( Krass, 1983; Singer & Farkas, 
1989). Some studies also showed that additional difficulty for the parents with 
differently abled children stems from the lack of social support services and 
through deprivation of their basic rights (Byrne and Cunningham, 1985; Jones and 
Passey, 2005). Other studies have indicated that support services and resources 
available in the family can have a protective effect against increased stress in such 
parents (Meppelder et al., 2014). Lin et al. (2009) also showed that the poor quality 
of life of caregivers of children with intellectual disabilities, such as poor health, 
low family income and lack of social supports increased their stress levels. 
Economic status was reported a dominating factor for the quality of life of the 
parents. The higher socioeconomic status, the higher is QOL in the parents with 
disabled children (Wang et al., 2004; Chou, Pu, Kroger, 2008; Chiu, 2013). A study 
claimed that better financial situation makes it easier to cope with the costs related 
to the health of a disabled chldren and facilitates adaptation of parents to the 
critical life situation (Yau and Li-Tsang,1999). Park, Turnbull & Turnbull (2002) 
claimed that the parents with differently abled children were more affected by poor 
financial conditions, particularly in the aspect of health, productivity, housing 
conditions, emotional well-being and family relationships. The above mentioned 
generalization towards the socio-economic condition of the parents having 
differently abled children may contradict to the findings of the sampling areas the 
study under taken due to different socio-cultural background. So, identification of 
demographic variables and socio-economic condition of the parents with disabled 


children is encapsulated as a research problem in the current study. 


Another problem may be originated with respect to understanding the stress level 
of the parents with disabled children, who live in the geographical area the study 


undertaken. Most of the studies consider stress in the parents with disabled children 


a clinical issue, but they vaguely utilized the traditional scales on stress and failed 
to apply a proper technique to measure it as per their social context. Social context 
is a dominating factor to measure the stress and traditional scales on stress need to 
be revised so that it reflects the cultural parameters while measuring the dimension 
of stress in the parents with disabled children. Research has shown that individual 
differences in the appraisal of life events as well as gender differences affects the 
amount of stress in the parents (Cooper et al. 1985; Thoits, 1983). Inconstancy was 
also found with respect to theoretical and methodological issues in the earlier 
studies. Most of the earlier studies ignore potential interrelationships among indices 
of mental and physical health. The detection of these interrelationships is important 
for two reasons. First, multiple health indices with respect to stress may reflect a 
smaller number of underlying constructs. For example, multiple measures of mood 
may simply reflect positive and negative affect rather than separate psychological 
dimensions (Cf. Gotlib & Meyer, 1986; Mayers, 1994). Second, interrelationship 
among health indices may reflect causal relationships among these variables. The 
current study seeks for adopting an interrelated set of outcomes rather than a 
separate or independent criteria while mapping out the casual and correlational 
relationships among the different outcomes of stress. It can be predicted that our 
understanding of the levels of stress in the parents with differently abled children 


would be considerably more advanced than earlier studies. 


A problem may also be concerned with assessing the predictors of parental stress in 
the parents of children with disabilities. Most of the investigators view stress in 
terms of major life events (Holmes & Rahe, 1967). While this approach fails to 
capture additional predictors of stress in the parent’s psychosocial environment 
which are not associated with the occurrence of major life events. One additional 
predictor of stress is concerned with the occurrence of chronic minor life events 
such as ‘daily hassles’. Daily hassles constitute a significant factor but often 
overlooked source of stress (DeLongis et al. 1982; Kanner et al. 1981; Lazarus, 
1984; Monroe, 1983). Lack of Social functioning ( size of network and 
helpfulness) and social information (information provided by others in the parents’ 
psychosocial environment) may also be encapsulated as additional predictors of 
stress in the parents with differently abled children.). Studies in the area of job 


satisfaction indicated that social information may influence individuals' perceptions 


of and responses to their environment (Blau & Katerberg, 1982; Salancik & 
Pfeffer, 1978; Shaw, 1980). Social support, which casts information provided by 
others was reported a potential coping resource rather than as a source of stress 
(Cohen & McKay, 1984). Stress research with special reference to predictors of 
parenting stress in the parents with differently abled children may benefit by 
evaluating the contribution of major life events, minor life events, social support, 


and social information to the overall level of their stress. 


The Researcher also finds inconsistency in the earlier studies in identifying anxiety 
symptoms of the parents with differently abled children. Anxiety of the adults has 
been conceived as a clinical issue and most of the earlier studies adopted 
questionnaire as a reliable tool or instrument for studying anxiety symptoms in the 
parents with differently abled children. Parents raising children with disabilities 
might not be clearly understood the difficult medical terms associated with anxiety 
and depression. So a quantitative analysis (integrative social case study) is required 
to find the anxiety symptoms of the parents with differently abled children in our 
socio-cultural setting. Case study may allow the Researcher to utilize a wide array 


of different data sources and a number of different analytic strategies. 


The present Researcher also found inconsistency in methodological concerns while 
studying depressive symptoms of the Parents with differently abled children. 
Depressive symptoms have been recognized as a clinical matter and a significant 
number of earlier studies adopted questionnaire only as a research instrument while 
assessing depressive symptoms in the parents with differently abled children. 
Contradictory results were also evident in many earlier studies. While many studies 
reported that mothers were suffering from increased symptoms of depression, 
increased burden of child raring, and increased stress compared to fathers, some 
other studies have found little to no differences between mothers and fathers 
(Dyson, 1991). The present Researcher views that Grounded theory model that 
encompasses four stages of analysis may also be adopted for studying depressive 
symptoms of the parents with differently abled children and it may bring out a clear 
picture of their depressive symptoms. A comparative analysis between Grounded 


theory model and traditional questionnaire based survey method is required in 


order to find the depressive symptoms of the parents with differently abled 


children. 


Another problem was originated while studying earlier literature with special 
reference to different types of coping mechanisms utilized by the parents with 
disabled children. Firstly, most of the earlier studies lacked a proper conceptual 
framework while dealing with the coping research. Second, parameters associated 
with coping mechanism of the parents with differently abled children need to be 
revised day by day. For example, institution and occupation based coping is one of 
the recently developed coping strategies that can have a influential effects on the 


parenting process, especially for the parents with differently abled children. 


One of the difficulties within the area of the measurement of coping strategies in 
the parents with differently abled children was reported the different approaches to 
the problem. At present, two approaches are accepted by most of the researchers: 
episodic or situational assessment and trait or dispositional assessment. Trait 
measures of coping are concerned with an individual's habitual or particular way to 
deal with a variety of stressful encounters. It was claimed that these traits or 
dispositions are aligned to the personality of that individual (Cohen, 1987). Trait 
assessment also refers to an enduring property of a person or a disposition to 
respond in a certain way under a variety of environments. Episodic measures of 
coping are concerned with the strategies individuals actually use in a particular 
stressful situation, that is, what the person does in a particular encounter. Trait 
measurement had been criticized for assuming consistency in coping behaviour 
(Cohen & Lazarus, 1979). In addition, Cohen (1987) indicated coping traits do not 
seem to be predictive of how individuals actually cope in stressful situations. 
Lazarus and Folkman (1984b) argued that the measurement of coping traits have 
modest predictive value with respect to the coping process. In an earlier study, 
Folkman and Lazarus (1980) found some stability in the use of coping responses 
for an individual across episodes but in general, subjects were characterized more 
by variability than by stability in coping patterns. As well, since coping is a 
process, it changes over time. A person may use an emotion-focused strategy and 


then shift to a problem-focused strategy or vice versa. 


Research gap was also found with respect to the usability of the earlier studies in 
our separate socio-cultural setting encouraging the present Researcher to conduct 
this study. A great number of studies in the West indicated a positive correlation 
between coping mechanism and parents of children with disabilities. In India, 
several online articles had been published on coping mechanism of parents with 
differently abled children, although most of these studies did not include the 
authentic descriptions of the demographic information of the sample. Proper 
authenticity was not also manifested in their statistical procedures as most of the 
findings were interpreted without a clear vision. A great number of studies were 
tried to duplicate the others’ findings and methodologies. No study had been 
conducted on a large scale also. Some studies showed contradictory results dealing 


with the same objectives. 


Research gap was also evident in the earlier studies with reference to gender 
differences ( fathers vs mothers) in coping strategies among the parents with 
differently abled children. There is difference between mothers and fathers of the 
differently abled children in the coping strategies they use. Fathers of the 
differently abled children tend to suppress their feelings, or to avoid them by 
working until late or staying away from home, vis-a-vis, mothers of the differently 
abled children tend to vent their feelings. Mothers of the differently abled children 
are experiencing a wider range of feelings (from grief, sadness, anger and crying) 
and talk more about their emotional distress with others. A study demanded that 
such type of mothers were found to be more stigmatized by their child’s disorder 
(Gray. 1993). There are also differences in mothers’ and fathers’ perceptions or 
cognitive appraisals. They may perceive family cohesion and _ adaptability 
differently. Mothers of differently abled children were reported having a 
significantly more cohesive and adaptable family as compared to such fathers 
(Kraus, 1993). This contradictory scenario encouraged the present Researcher to 
recognize the gender difference in coping mechanisms among the parents with 


differently abled children as a research problem. 


Another research problem was originated from the earlier literature while 
recognizing the Defense Mechanism and Emotional Control Strategies as important 


techniques for reducing mental stress in the parents with differently abled children. 


A small number of studies showed that Defense Mechanism along with Emotional 
Control Strategies play a vital role in minimising the stress, anxiety and depression 
level of the Parents (Viallant 2000; Cramer 2006; Zeigler-Hill and Pratt 2007; 
Sepidehdam et al. 2012). Parents with differently abled children use them to protect 
themselves from feelings of stress, anxiety or guilt, which arise because they feel 
threatened, or because their id or superego becomes too demanding. Defense 
mechanisms in DSM-IV have been reported to protect as an automatic mental 
process of the parents against anxiety & internal and external factors that are 
causing stress (Kronstrom 2011). Shiferaw et al.(2015) established that the 
experienced stress is likely to be exacerbated by lack of emotional control and 
adopting immature defenses may lead to defensive behaviours. Contradictory result 
was found in earlier studies with reference to the relationship between Defence 
Mechanism and Emotional Control Strategy in different settings. It encouraged the 
Researcher to recognize the interpretation of Defense Mechanism and Emotional 
Control Strategies in the parents with differently abled children as an important 


research problem in the current study. 


The present Researcher also found inconsistency while dealing with reviewing the 
literature. No study regarding coping strategies of the parents having disabilities 
followed the guide lines of Cooper’s Taxonomy and Meta-analysis appropriately 
while dealing with reviewing the literature. Moreover literature review conducted 
by the previous researchers had been finished in a narrow scale i.e. they only 
focused on findings without integrating multiple domains. Different domains of 
reviewing the literature such as research problems, conceptual framework, 


methodology, interventions etc. did not get due attention. 


Again same Research Methodology had been used several times to understand the 
reality of the same objectives. For example, most of the Indian researchers adopted 
quantitative approach to understand the stressful situation of the parents with 
differently abled children. Statistical techniques might not uphold the real 
situations of such type of parents. Thus the researcher feels an urgent need to apply 
the Case study Method or any qualitative Approach to understand this type of 
unhidden situations in which the behavior of the respondent may not exhibit 


through the application of Questionnaire or Interview Schedule. 


This warring scenario encourages the Researcher to study the copying mechanism 


of parents with differently abled children ( previously known as disabled children). 
1.15: Statement Of The Problems 


In view of the aforesaid problem the study is entitled as ‘Coping Mechanism of 


Parents with Disabled Children in West Bengal’. 
1.16: Operational Definitions Of The Terms Used 


The operational definitions of the terms used in the current study are given below 


alphabetically: 


Anxiety: An emotion characterized by feelings of tension, worried thoughts and 
physical changes like increased blood pressure. (The American Psychological 
Association, 2005) 


Autism: A broad range of conditions characterized by challenges with social skills, 


repetitive behaviors, speech and nonverbal communication. 


Cognitive development: Increasing skills in areas such as ‘thinking’, problem- 


solving, memory and concentration. 


Confrontive Coping: It describes aggressive efforts to alter the situation. It is 


viewed as some degree of hostility and risk-taking( Anger). 


Coping Mechanisms: A set of intentional, goal-directed efforts people engage in to 
minimize the physical, psychological, or social harm of an event or situation 


(Lazarus & Folkman, 1984; Lazarus, 1999). 


Denial: A defence mechanism which involves a refusal to accept reality, thus 


blocking external events from awareness. 


Depression: A mood disorder characterized by persistently low mood and a feeling 
of sadness and loss of interest. It is a persistent problem, lasting on average 6 to 8 


months. 


Disability: Any restriction or lack of ability to perform any activity in the manner 


within the range considered normal for a normal being. 


Displacement: The redirection of an impulse ( eg. aggression ) into a powerless 


substitute target. 


Distancing: Cognitive efforts to detach oneself and to minimize the significance of 


the situation. 


Escape-Avoidance: Wishful thinking and behavioral efforts of the individual to 
escape or avoid the problem. Items on this scale contrast with those on the 


Distancing scale, which suggest detachment (Bargaining) 


Intellectual Disability or Mental Retardation (ID/MR): A generalized neuro- 
developmental disorder characterized by significantly impaired intellectual and 
adaptive functioning. It is defined by an IQ score below 70 in addition to deficits in 
two or more adaptive behaviours that affect everyday general living. In Indian 
context, a person who lacks comprehension appropriate to her/his age was 


categorised as mentally disabled. 


Hearing Impairment (HI): A partial or total inability to hear (usually 35 to 69 db). 
On the other hand, in India ‘deafness refers’ to a hearing impairment ( i.e. < 70 db) 
that is so severe that the child is impaired in processing linguistic information 


through hearing, with or without an amplifier. 


Passive Appraisal: A form of cognitive distraction that allows the person to accept 


and minimize reaction to difficult situations. 


Planful Problem Solving: Deliberate problem-focused efforts to alter the situation, 


coupled with an analytic approach to solving the problem. (Acceptance) 


Positive Reappraisal: Efforts to create positive meaning by focusing on personal 


growth. It often also has a religious dimension. 


Positive Reframing : Reflects on what was achieved instead of what was not 


achieved. 


Professional Support: Receiving assistance from professionals, agencies, social 


workers, etc. 


Projection: A defence mechanism in which an individual attributes unwanted 


thoughts, feelings, and motives into another person. 


Regression: A defence mechanism in which the ego reverts to an earlier stage of 


mental or physical development seen as less demanding and safer. 


Repression: An unconscious defence mechanism employed by the ego to keep 


disturbing or threating throughout from becoming conscious. 


Projection: Possessing a feeling that is deigned as socially unacceptable and 
instead of facing it, that feeling or “unconscious urge” is seen in the actions of 


other people. 


Reaction formation: Acting the opposite way that the unconscious instructs a 
person to behave, “often exaggerated and obsessive.” For example, if a wife is 
infatuated with a man who is not her husband, reaction formation may cause her to 
rather than cheat- become obsessed with showing her husband signs of love and 


affection. 


Reframing: A technique used to create a different way of looking at a situation, 


person, or relationship by changing its meaning. 


Rationalisation: A defence mechanism concerned with a cognitive distortion of the 


facts to make an event or an impulse less threatening. 


Sublimation: A mature defense mechanism, by which socially unacceptable 
impulses or idealizations are transformed into socially acceptable actions or 


behaviour. 


Visual Impairment (VI): A decreased ability to see to a degree that causes problems 
not fixable by usual means, such as glasses. Visual impairment is often defined as a 


best corrected visual acuity of worse than either 20/40 or 20/60. 


Seeking Social Support: Efforts of the parents to seek informational support, 


tangible support, and emotional support. 


Self-Controlling: Efforts to regulate one’s feelings and actions. 
Social Support: Receiving social and emotional support from friends, family, 


neighbours and social media. 


Selective attention: The act of focusing on a particular object for a period of time 


while simultaneously ignoring irrelevant information that is also occurring. 


Spiritual Support: Finding comfort and guidance for the parents from spiritual 


beliefs. 


Stress: A state of physical, mental, and emotional condition that causes bodily or 


mental strain or tension resulting from adverse or demanding circumstances. 
1.17: Objectives Of The Study 


The objectives of the study are : 

1. To study demographic variables and socio-economic condition of the parents 
with disabled children. 

2. To understand the stress level of the parents with disabled children. 

3. To assess the predictors of parental stress in parents of children with disabilities. 
4. To find anxiety symptoms of the parents with disabled children. 

5. To find depressive symptoms of the parents with disabled children. 

6.To explore different types of Coping Mechanisms used by the parents with 
disabled children. 

7.To identify the gender difference in Coping Mechanisms of the parents with 
disabled children. 

8.To interpret Defense Mechanisms and Emotional Control Strategies in the parents 


with disabled children. 


1.18: Hypotheses 


The following hypotheses are formulated before conducting the study: 


Hol: There are no significant differences among the different groups of parents 
with disabled children (ID, VI, HI and ASD) with respect to their Parental Stress 


Level. 


Ho2. There are no significant gender differences in parenting stress of the Fathers 
and Mothers having disabled children with respect to the following four sub scales 
(iii) Child-related stress 


(ii) Parents related stress 


(iii) Family functioning, and 


(iv) Social support 


Ho3: There is no significant relationship between the parenting stress and the 
following predictors with respect to the gender difference in fathers and mothers 
with disabled children: 

(i) Monthly income in the family 

(1i)Educational level of the parents 

(111) Type of family 

(iv)Time of diagnosing disability 

(iv) Additional handicap in the disabled children 

(v) Gender of the disabled children 

(vi) Future of the disabled children 


(vii) Sexual relationship 


Ho 4. There are no significant differences between different types of Coping 
Mechanisms of parents with disabled children and the following independent 
variables: 

(1)Marital years of the parents 

(ii) Educational status of the Parents 

(iii) Birth order of the differently abled children 


(iv)Monthly income of the parents 


Ho 5.This is no significant relationship between Emotional Control Strategies and 


Defense Mechanisms among parents with disabled children. 


Ho 6. There are no significant gender differences in using Emotional Control 


Strategies and Defense Mechanisms of the parents with disabled children. 
1.19: Delimitations Of The Study 


1. The sample size for measuring Coping Mechanism of the Parents with 
Differently Abled Children is delimited to the 400 respondents (200 parents) only. 
Parents having children afflicted with Intellectual Disabilities(—ID), Visual 
Impairment (VI), Hearing Impairment (HI) and Autism Spectrum Disorder (ASD) 


were selected in this study. There are 91 recognized educational institutions in West 


Bengal rendering their educational support to the children with disabilities. But 
they did not provide up- to-date data regarding the population of their service. In 
greater Kolkata district, there are 23 educational intuitions providing educational 
support to the different types of disabled children as mentioned in the website of 
Dept. of Women and Child Development & Social Justice and Welfare as well as 
National portal of India. But in this study only 8 educational institutions located in 
greater Kolkata district were covered due to lack of support provided by those 
educational institutions as well as lack of authentic and up- to- date data available 
in the population areas. The researcher rejected those educational institutions 
providing educational support to the disabled children from the population as well 
as from the sample since authentic and up-to-date data could not have been 
retrieved from them. In those schools, population of the disabled children were not 


mentioned on the concerned websites as well as in national portal of India. 


2. The study is delimited to greater Kolkata district of West Bengal. At present 
Kolkata is expanded to another two districts 24Pgs (South) and 24 Pgs. (North). 
The study covers all expanded geographical area of Kolkata. 


3. The study is delimited to those parents who have disabled children enrolled in 


eight special schools located in Kolkata, West Bengal. 


4. Classification of the disabled children as per their severity of suffering was done 
only on the basis of school records. The classification could have been made more 


scientific, if a standardized scientific test or intervention had been administered. 


5. Single parents of the disabled children were excluded from the study as different 
studies have already identified their severity of stress level and useful coping 


strategies. 


6. Several delimitations may be demarcated while studying the demographic and 
socio-economic conditions of the parents with disabled children. Firstly, this study 
only included forty-six (46) independent variables while studying demographic 
characteristics and socio-economic conditions of the parents with disabled children. 
It was based on disability literature as well as socio-cultural dimension of the 
locality as experienced by the Researcher himself. Other variables might affect 


their socio-economic condition, that were not included in the present study because 


of the unavailability of time for the survey. Second, Interview Schedule utilised 
here consisted of only close-ended questions. Respondents could be frustrated as 
their desired answer was not a choice. It was confusing as many response choices 
were offered in the Interview Schedule. Distinctions between respondents 
questions might be blurred. It might force the parents with disabled children to 
make choices they would not make in the real world. Thirdly, as the respondents 
scores were discrete by nature, we could not able to judge the normality of the 
distribution of the numerical data. Only boxplot and bar chart were used to show 
the data graphically. Anderson-Darling test of Probability Plot were estimated only 
to judge whether the data could be accepted for the final study or not by using its p- 
value. Fourthly, all independent variables mentioned here were not accepted for 
testing their direct and indirect affect on the stress, anxiety and depression levels 


among the parents with disabled children. 


7. Several delimitations may be be listed while understanding the stress level of the 
Parents with disabled children. Firstly, the result related to the stress levels among 
the parents with disabled children is totally based on the revised form of PSI-Long 
form a scale. From the study, it was found that Family Functioning Stress 
represented highest stress among the four sub-scales of Parenting Stress in Parents 
with Disabled children, followed by Parent-related stress, Child-related stress and 
stress related to lack of social support. Others studies may account different results 
with reference to the stress levels among the parents with disabled children if they 
apply different scale parameters (PSS by Cohen, 1983). Second, the result is based 
on statistical significance, not on practical significance. Thirdly, shared variance is 
a limitation in the present study. Majority of the measures related to the parental 


stress levels were accounted for the mothers with disabled children’s report. 


8. Delimitations may be found for assessing the predictors of Parental stress in 
Parents of children with disabilities. Firstly, the predictors of parental stress in the 
parents with disabled children were selected from the context of disability literature 
only. Although the Researcher consulted with Medical professionals in order to 
identify those predictors accurately, they did not provide enough help. Second, 
response rates were based on the numbers of parents who expressed interest in 


participating, rather than the number of parents who received notification of the 


study. Thirdly, no control group was added in the study design in assessing the 
predictors of parental stress in the parents with disabled children. Fourthly, Only 
Confirmatory Path Analysis was done in order to test whether there was a relation 
between the Parenting stress and the selected predictors with reference to the 
gender difference in fathers and mothers with disabled children. Explanatory Path 
Analysis was avoided because of the complex nature of the study, which includes 


other predictor variables within the study design. 


9. Delimitations may be noticed while assessing Anxiety symptoms in the Parents 
with disabled children. As there was no control group in the study, a comparison 
could not be made between Parents with differently abled child and Parents with 
normal children. Parents with differently abled children voluntarily participated in 
the study. Some participators refused to share their personal problems which may 
affect their actual living condition in maintaining a differently abled children. The 
sample size was limited to 8 Parents (n=16) with differently abled children, and 
therefore cannot be considered as representative of the Population. Talk to other 
parents whose children have differentially able children. Parents can share practical 
advice and emotional support. As Case Study was adopted to find out the Anxiety 
symptoms among the parents with disabled children, the results may not be 
statistically representative of the population as a whole. Only a small number of 
cases was selected for conducting the study. The techniques of interpreting the 
results may lack scientific vigour and reliability as Case Study is complex by 
nature. Another fault of the Case Study as a methodology is that the findings may 
be influenced by subjectivity. Lastly, drawing boundaries of a case is not 
straightforward and involves crucial decisions ( e.g. what to include and what to 


exclude) 


10. Delimitations may be noticed in finding depressive symptoms among the 
parents with disabled children. A surprising defect may be noticed while adopting 
Phenomenological Method for studying depressive symptoms of the Parents with 
differently abled children. Vividness , accuracy and elegance of the findings may 
be indirectly influenced by its subjective interpretations of the Researcher. As 
Dahlberg et. al.(2008) says, sources of error, bias, and invalidity need to be judged 


in order to make the study most trustworthy and authentic. Second, the small 


number of participants does not permit generalization of the results. Only sixteen 
respondents were participated in the group discussion and semi-structures 
interviews. Some were refused to enlist their day-to-day functions in the time line 
sequences. Thirdly, the discussions among the parents with disabled children may 
have had a different character in the presence of facilitator of the opposite sex. 
McCloskey (1987) claimed that the facilitator’s interaction styles depend more on 
the context of the communication than on the facilitator’s gender. The parents who 
participated in this study had all previously participated in the other discussion 
programmes. This experience may have modified their perceptions of life with a 
child with a disability. It is also possible that the parents with disabled children, 
who participated in the semi-structured interview censored their own comments 
about present or previous experiences to a certain extent. In reality, it is often 
difficult to recall exactly what happened in any given situation; the passing of time 
and other experiences also may have altered their original perceptions as mentioned 
in different studies (Baribeau, 1996; Van der Maren, 1995). To tackle this external 
biases, the Researcher adopted precise reference points during the discussions to 


attenuate the effect of retroactive perception. 


11. Delimitations may be observed while studying Coping Mechanism as well as 
gender differences in using different types of Coping Mechanisms among the 
Parents with disabled children. Parents raising physically handicap or Down 
Syndrome may not be got profit by following the results of the study. They may 
adopt other types of Coping. In addition, single parents raising disabled children 
were excluded from the study. The findings of the results may tone up more 
reliability if comparisons with additional parent groups such as parents of children 
with learning disabilities or other chronic medical or mental health conditions will 
be made (e.g., ( Abbeduto et al. 2004, Wang et al. 2011). Second, the study design 
was complex by nature. Psychological aspects (stress, anxiety, depression) in the 
parents with disabled children and their coping strategies may be influenced by 
time and context-dependent conditions. These assumptions may not reflect on the 
findings of the study. Thirdly, due to the complex nature of Stratified Proportional 
Simple Random technique, sample characteristics for comparison groups (i.e., 
parents having children with ID, VI, HI and Autism) could not be precisely 


matched to minimize secondary influences from demographical variables. 


Fourthly, across the studies, significant statistical differences were noticed between 
fathers and mothers of the disabled child with respect to their different coping 
strategies. These differences may not produce both Type-I and Type-II errors 
significantly while interpreting study results. Null Hypothesis Significance Testing 
(NHST) has been criticized for using arbitrary cut-off levels. American 
Psychological Association Task Force on Statistical Inference (1999) recommended 
that researcher must report confidence intervals. Many of the null hypothesis tested 
in the research literature are false only in the statistically sense of the word, but as a 
practical matter could be treated as if they were true with little likelihood of nay 
negative consequences. Most of the experts agreed with the fact that it is the size 
and direction of observed differences that ought to be reported not only p-values 
(level of significance). McKeachie (1997) reported that effect sizes are mostly 
useful directing toward decisions with some immediate practical consequences. 
Nickerson (2000) rightly added that the researcher should no bounded by the clain 
of a = .05. The investigator can report ‘ p=.06’ and leave it to the reader to decide 
how significant it is. In the present study, the results of the gender difference of 
using coping mechanism among the parents with disabled children are based on a 


statistically significant level only, not on practical significance. 


Sixthly, the parents were drawn from a largely urban middle-class area and 
therefore do not adequately reflect the ethnic and socio-economic diversity of 
parents in the country. Additionally, parents living in the rural area were not 
included in the study as it may increase the difficulty levels while statistically 


interpreting the results. 


Finally, all the interpretations of the result mentioned here depend on parental 
report. Parents might misinterpret their perception if they were unable to 


understand the language of their questionnaire used in the study. 


12. Delimitation may also be encountered while interpreting Defense Mechanism 
and Emotional Control strategies in the parents with disabled children. The 
following delimitations may affect the result of the study while interpreting the 
self-reported Defense Mechanism and Emotional Control Strategies of the Parents 
with differently abled children: Defence Mechanisms are highly unconscious and 


individual strategy to minimise the anxiety or guilt of the persons. Though 


reliability and validity of DMS established, yet subjective bias may affect the 
parameters of the scale. Single parents of the differently abled children were 


excluded from the present study while selecting the respondents. 
1.20 : Format In Brief 


The report consists of seven chapters as follows : 

Chapter —I is the introduction which contains all the necessary parts of an 
introductory chapter. 

Chapter —II consists of ‘reviewing related literature’ based on Meta-analytic, 
Systematic, Traditional and Cooper’s Taxonomy of Literature Review. 

Chapter —III presents the research methodology. It includes the description of the 
sample, and sampling procedure, formation of the tolls used, the data collection 
procedures adopted etc. 

Chapter-IV deals with the analysis of the data and the interpretation of results. 
Chapter-V provides major findings 

Chapter: VI provides discussion on findings 

Chapter-VII deals with educational implications of the findings, conclusion and 


suggestions. 


At last bibliography (following APA format) and appendix are attached.To sum 
up, ‘introduction’ of the current study offers a lens by which we can narrow down 
the problem more accurately in order to visualize its significance in the present 
context. It brings a fresh insight into the background of the problems, identifies the 
necessary theories and perspectives that can help us to identify the problems, 
providing the objectives of the study as well as formulating the hypotheses for 
assessing the empirical evidence of those ‘information seeking’. Following the 
objectives of the study as already mentioned in the introduction chapter, the next 
chapter, i.e. ‘Review of Related Literature’ will be furnished in order to penetrate 
into the selected problems with a microscopic view and it may uphold the existing 
research methodology required for conducting the study, identifying the research 
gaps related to Coping Mechanisms in the Parents with Disabled Children ( now 
known as ‘Differently Abled Children’). A review of literature is the ‘heart of 
research’, so special care was taken to identify both the qualitative and quantitative 


studies that visualize the problems in different angles. 


CHAPTER-II 


2.0: REVIEW OF RELATED LITERATURE 


2.1: Introduction 


Review of literature for the current study began before the research problems were 
selected and finished until the report was finalized. As per the suggestion of Taylor, 
the present Researcher wrote the literature review in order to convey to the readers 
what knowledge and ideas had been established on a topic, and what their strengths 
and weaknesses were. The ultimate purpose of conducting the present literature 
review was to demonstrate skills in two areas: Information seeking and Critical 
appraisal. The Researcher achieved the purpose of information seeking through the 
use of manual or computerized methods and focused on coping mechanisms of the 
parents with differently abled children as its central theme. The second purpose of 
this review i.e. critical appraisal refers to the ability to apply principles of analysis 


to identify unbiased and valid studies related to the problems undertaken. 


This chapter deals with reviewing the literature related to Coping Mechanism of 
the Parents with differently abled children. Retrospectively speaking, it 
tremendously helped the Researchers to clarify and focus to the research problem, 
established the theoretical roots of the study, improved the research methodology. It 
emphasized the relationships between research problems and the outcomes of the 
literature review. It also identified areas of controversy in the literature and listed 
the questions that need further research. The present literature review involved 


books, journals, conference papers, internet as its sources. 


The present study deeply concentrated upon different types of reviewing the 
literature for different objectives. It utilized different pattern of reviewing literature 
such as Traditional Review based on Multiple integration, Cooper’s Taxonomy of 
Review of Literature based on different foci, Meta analytic Review , Systematic 
Review as well as Meta-synthesis Review. An effective method to begin planning 
a research review was to consider where the proposed review fits into Cooper’s 
(1988) Taxonomy of Literature Reviews. Cooper suggested that literature reviews 


could be classified according to five characteristics: 1.Focus, 2.Goal, 


3.Perspective, 4.Coverage, 5.Organization, and 6.Audience. The present 
Researcher were followed to adopt Cooper’s taxonomy of Literature Review with 
special emphasis on focus of the study. Focus is the first characteristic of the 
review. Cooper (1988) identified four potential foci: 1.Research outcomes, 


2.Research methods, 3.Theories, 4. Practices or applications. 


Literature reviews that focus on research outcomes are perhaps the most common. 
In fact, the Educational Resources Information Center defines a literature review as 
an ‘information analysis and synthesis, focusing on findings and not simply 
bibliographic citations, summarizing the substance of the literature and drawing 
conclusions from it’. An outcome-oriented review may help the researcher to 
identify a lack of information on a particular research outcome, thus establishing a 
justifiable need for an outcome study . On the other hand, Methodological reviews 
concentrate on research methods—Cooper’s second focus category. In a 
methodological review, research methods in the chosen field are investigated to 
identify key variables, measures, and methods of analysis and inform outcomes- 
oriented research. The methodological review is also helpful to identify 
methodological strengths and weaknesses in a body of research, and examine how 
research practices differ across groups, times, or settings. A review of theories, 
Cooper’s third focus, can help establish what theories already exist, the 
relationships between them, and to what degree the existing theories have been 
investigated. Finally, literature reviews can be focused on practices or applications. 
For example, a review might concentrate on how a certain intervention has been 


applied or how a group of people tend to carry out a certain practice. 


Referring to Table 2.1, we can see the basic components of Cooper Taxonomy of 
Review of Literature. Here the researcher not only pined down the ‘Focus’ as per 
the guidelines of Copper’s Taxonomy of Reviewing Literature but also tryed to 
maintain multiple integration of different studies. Integration should be undertaken 
at least four domains (methodology, outcomes, conceptual framework, practice or 
application) during reviews of the research literature. On the other hand, Meta- 
analysis Review as well as Systematic Review had been conducted for quantitative 


studies. In contrary to this, Meta-Synthesis Review was also conducted for 


qualitative studies in order to justify different qualitative dimensions as well as its 


different themes or parameters. 


Table 2.1: Cooper Taxonomy Of Reviewing Literature 


CHARACTERISTIC CATEGORIES 


Research Methods 

Research Outcomes 
FOCUS ; 
Theories 


Practices or Applications 


Integration 

(a) Generalization 

(b) Conflict Resolution 
GOAL . . . . . . 
(c) Linguistic bridge-building 
Criticism 


Identification of Central Issues 


Neutral Representation 
PERSPECTIVE - 
Espousal of Position 


Exhaustive 

Exhaustive with Selective Citation 
COVERAGE 
Representative 


Central or Pivotal 


Historical 
ORGANIZATION Conceptual 
Methodological 


Specialized Scholars 


General Scholars 
AUDIENCE 


Practitioners or Policymakers 


General Public 


Source: ‘Organizing Knowledge Synthesis: A Taxonomy of Literature Reviews’, by 


H.M. Cooper, 1988, Knowledge in Society, 1, p. 109 


2.2 : Design Of The Reviews For The Present Study 


Referring to Table 2.2, we can see that the current study adopted several types of 


design of Reviewing of literature that pinned down different types of parameters or 


themes found in the objectives of the topic. These are mentioned below : 


Table 2.2: Design Of The Review Of Literature For The Present Study 


Sl | Type of Review Objective | Theme(s) /Objective(s) of — the 
No. No. Review(s) 
1. Traditional review based on 1 Studying demographic variables and 
Integration of Findings socio economic condition of parents with 
disabled children 
2. Meta-analytic Review 2 Exploring parenting stress in parents of 
children with VI, HI, MR and Autism 
3. Systematic Review of 3 Assessing the predictors of stress in 
Literature parents of children with disabilities 
4. Traditional Review 4&5 Generating the depression and anxiety 
(Thematically) symptoms of parents with differently 
abled children. 
5. Review of Literature based 6 Exploring different types of coping 
on Meta-synthesis Approach mechanisms utilized by the parents with 
disabled children 
6. Traditional Review based on 7 Identifying the gender differences in 
Multiple integration on coping mechanism of Parents, raising 
findings children with those selected disabilities 
qe Cooper’s First Principle of 8 Interpreting the Defense Mechanisms 


Taxonomy of Reviewing 


Literature (i.e.Focus) 


and Emotional Control strategies adopted 
by the parents with differently abled 


children 


2.3: A Traditional Review Based On Integration Of Findings To Study The 
Demographic Variables And Socio-Economic Conditions Of Parents With 
Disabled Children 


The researcher identified 200 studies in order to review the demographic 
characteristics and socio-economic conditions of families with differently abled 
children. Among the 200 studies, 170 studies can be considered as full articles 
published in /on national and international journal or website, and 30 were thesis 
papers and dissertations published by different Indian and foreign universities 
and/or social organizations. Retrospectively speaking, 40 
articles/dissertations/thesis papers were concerned with parents rearing children 
with VI, 80 articles concerned with parents of children with MR, 40 were 
concerned with parents of children with HI, and requisite 40 studies concerned with 


parents of children with autism. 


Referring to Table 2.3, we can see that parents with differently abled children were 
identified with respect to different demographic and socio-economic variables. 
Cultural variation was one of the significant aspects of their responses. it is 
important to note that the following tables only reflected selected 11 variables with 
respect to the demographic and socio-economic conditions of the parents raising 
four types of differently abled children, namely visual impairment, intellectual 
disability, hearing impairment and autism. Parents with other types of disability 
were excluded from this review. The result of following demographic and socio- 
economic variables were mentioned in Table 2.3: Gender of the parents with 
differently abled children, Age of the parents with Differently Abled Children, 
Nature of family of the Parents with Differently Abled Children, Marital status of 
the Parents with Differently Abled Children, Educational level of the parents with 
Differently Abled Children, Number of siblings in the Family of the Parents with 
Differently Abled Children, Economic activity and participation of Parents with 
Differently Abled Children, Heath status of the family members of a Differently 
Abled Children, Area of living of the Parents , Status of school attendance of the 
Differently Abled population (0-18 years). It may be noted that the final study 


encapsulated more than 45 variables and it was clearly mentioned in Appendix-I. 


Table 2.3: Findings Of The Reviews With Respect To Demographic And Socio- 
Economic Conditions Of The Parents With Disabled Children 


Variables from 
Demographic and 
Socio-Economic 
Conditions of the 
Parents with 


Disabled Children 


Categories 


Outcomes /Findings 


of 
with 
differently abled 
children by Gender 


1.Distribution 


parents 


70 Studies have been 
selected from Indian 
another 


context and 


120 studies from 


European countries. 


In Indian context, most of the respondents 
were female and in European context male 
respondents have more enthusiasm in 
participating different types of behaviour 
modification approaches. Studies conducted 
by Mary, Tamilenththi et al.(2013) Datta & 
Shabib(2014), Kalinga, Sharma(2015) found 
that female respondent actively participated in 
different behaviour modification therapies in 
order to support their children with special 


needs. 


2.Age of the parents 
with Differently 


Abled Children 


70 Indian studies and 


120 European studies. 


In Indian context , the average age of below 
35 represented the parents with CWSN. On 
the other hand, in European context , the 
average age of the parents with CWSN were 
between 35-50. Studies conducted by Seltzer, 
Greenberg & Krauss(1995), Essex, Seltzer ,& 
Krauses (1999), Abbeduto, et al. (2004), 
Duarte, Bordin, Yazigi ,& Mooney (2005), 
Eisenhower, Barker & Blacher(2005), Blacher 
& MclIntyre(2006) found that the average age 
of the of the parents with CWSN were 
between 35 and 50. 
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3.Nature of family of 
the 
Differently 
Children 


with 
Abled 


Parents 


70 Indian& Asian 
studies and 120 


European studies. 


In most of the cases, parents with differently 
abled children lived in a nuclear family. In 
Indian and Asian context, near about 75% 
parents with CWSN lived in nuclear family , 
vis-a vis-, in European context, near about 
90% parents with CWSN lived in nuclear 
family. Studies conducted (in Indian and 
Asian context ) by Navi & Navi(2002), 
Kishore(2004), Pal, Das, 
(2005),Bayat, Salehi, Bozorgnezhad & 
Asghari (2011), Rathore(2012,)Gupta, 
Mehrotra & Mehrotra(2012) found that near 
about 75 % parents with CSWN came from 


Sengupta 


nuclear family. 


4.Marital 
the 
Differently 
Children 


of 
with 
Abled 


status 


Parents 


70 Indian studies, 10 


African studies, and 


120 European studies. 


Both Indian and European studies found that 
Divorce or separation was a normal fact in 
case of parents with Autism. Studies 
conducted by Perry et al. (1992), Hallar , 
Hsieh, & Rowitz (1997), Larson (1998), 
(2007), Upadhyaya & 
Havalappanavar(2008), Peshawaria , Menon, 
Gangualy , Roy, Rajan, & Gupta (1998), 
al.(2011), Gohel, Mukherjee, 
Choudhury (2011) found parents of Autism 


(average 35 %) and MR (up to 30 


Gupta 


Bayat et 


%) got 


divorced/separated due to their marital 
conflict. With exception of Russia, disabled 
children in all countries are much more likely 
to live in a one-parent household. Households 
with lone mothers were more common in all 
families with disabled children except in 
Lithuania and Italy, and families where the 


single parent has a relationship with a non- 
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resident partner are typically a female 
phenomenon. Interestingly, when there is a 
disabled child, fathers in Italy and Belgium 
were more frequently left alone with him/her ( 
and siblings if any) than if the child is not 


disabled. 


5.Educational level 
of the parents with 
Differently § Abled 


Children 


70 Indian studies, 120 
European studies and 


10 African studies. 


In Indian and African context, most of the 
parents with CWSN (up to 70 %) came from 
Middle level of education. In European 
context, most of the parents with CWSN came 
from High level of education. Studies 
conducted by Gandotra (1985),Peshawaria et 
al .(1995), Girimaji, Shobha, Shekhar & 
Subba (1999), Kumar(2008),Gehan (2012) 
found that more than 70 % of the parents of 
children with VI, MR, HI and Autism came 


from middle level of education. 


6.Number of siblings | Do In Indian context, near about 50 % of the 
in the Family of the parents with CWSN informed that they have 
Parents with more than three children. In European context, 
Differently Abled near about 40 % of the parents with CWSN 
Children informed that they two children in the family, 
another 35 % of the parents informed that 
they have only one child in the family. 
7.Gender of the | Do In African context, 48 % of the children with 
Differently Abled VI, MR, HI and Autism were male and 
Children another 52 % of the above mentioned children 


were female. In India, near about 58% of the 
children with VI,HI, MR and Autism were 
male and another 42 % of the children 
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were female. The total population might vary 
as female children with VI,HI,MR and Autism 
were restricted to sent the special schools. In 
many of the Southern European or 
Scandinavian countries , among them Italy 
Norway ,and Sweden , about 95 % of students 
with special needs attend regular schools 


(58% female and 42 % male) 


8.Economic activity 


and participation of 


Parents with 
Differently | Abled 
Children 


50 European studies 


and 20 Indian Studies 


European studies found that 78.3 % of the 
fathers and 57.2 % of the mothers with CWSN 
were employed. The unemployed rate of the 
fathers and mothers of CWSN were 8.6 
percent and 9.8 percent respectively. 07 % of 
the fahers and 26% of the mothers with 
CWSN were looking after home /family. 
There is almost no difference between the 
fathers of disabled and non disabled children 
in terms of the ‘taking care when ill’ activity , 
but it seems that disabled children play less 
often with their fathers than the non disabled 
ones ( 54.5% vs 59.2%). In Indian context, 
Upadhyay & Havalappanavar(2008), 
Peshawaria , Menon, Gangualy , Roy, Rajan, 
& Gupta (1998), Bayat et al.(2011), Gohel, 
Mukherjee, Choudhury (2011) found 


65% of the parents with CWSN and 20 % of 


that 


the parents with CSWN were employed in 
different sectors. 35 % of the fathers of 
Autism children left their wife or had no 


contribution in rearing their Autistic children. 


9.Heath status of the 
family members of a 
Differently | Abled 


Children 


30 European studies 


and 20 Indian studies 


European studies such as Wing (1992), Perry 
(2001), Nicpon(2010), Hastings (2005), 
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Sterling et al. (2008), Strang, Kenworthy et al. 
(2013)found that heath status for both women 
and men living with children was bad or very 
bad is very low (less than 5% ) but higher for 
those living with disabled children(almost 
double for women). The percentage of people 
declaring their health status was at least good 
was on average about 76% and 71% for 
women but around ten percentage points 
lower for parents living with disabled children 


( 64% for men and 56 % for women ). 


10.Area of living of 
the Parents with 
Differently | Abled 
Children 


Do 


In Indian context , Kumar (2008), Sandhya & 
Shetty (2015), found that near about 65% of 
the CWSN who admitted to special schools 
were come from urban area and requisite 45 
% of them were come from rural area. In 
European context, more than 80 % of the 


CWSN came from urban or industrial area. 


11.Status of school 
attendance of 
Differently | Abled 
Population( 5-19 yrs 
) 


Do 


The Census of India, 2011 claimed that 61 % 
of the disabled children attended educational 
institution, 12 % of them attended educational 
institutions earlier , and 27 % of them never 
attended any educational institution. The 
studies conducted by Upadhyay & Singh 
(2009), Malhotra ,& Sharma ( 2013),did not 
find any positive response to the earlier data 
made by Census of India, 2011. In many of 
the Southern European or Scandinavian 
countries , among them Italy Norway ,and 
Sweden , about 95 % of students with special 
needs attend regular schools (58% female and 


42 % male). 
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2.3.1: Discussion On The Findings Of The Reviews With Respect To 
Demographic And Socio-Economic Conditions Of The Parents With Disabled 
ChildrenThe present review clearly demonstrated the status of various 
demographic and socio-economic variables associated with the parents raising 
differently abled children in different socio-cultural contexts. Information were 
synthesised with the help of multiple integration on findings. In spite of great 
effort, several other factors related to demographic variables and socio-economic 
conditions of the parents raising differently abled children were overlooked. 
Socioeconomic condition of the parents with differently abled children 
encompassed not just income but also educational attainment, financial security, 
and subjective perceptions of social status and social class respectively. 
Socioeconomic conditions of such parents may include quality of life attributes as 
well as the opportunities and privileges afforded to people within society. 
According to Sen ( 1983; 2002; 2005) , poverty is not a single factor but rather is 
characterized by multiple physical and psychosocial stressors that contributed to 
various disability conditions. In addition, socio-economic conditions of the 
individual affects physical and psychological health. So more variables need to be 
assessed in order to understand the real picture of the socio-economic condition of 
the parents raising a child with disability. With respect to the socio-economic 
condition of the parents raising children with disabilities, the American Community 
Survey (Americans With Disabilities Act Participatory Action Research, 2014) 
reported that there was a significant disparities in the median incomes for those 
with and without disabilities. Another survey argued that median earnings for 
people with no disability were over $30,469, compared to the $20,250 median 
income reported for individuals with a disability (U.S. Census Bureau, 2015). In 
order to justify the role of unemployment disparities, a study surveyed human 
resources and project managers about their perceptions of hiring persons with 
disabilities. The result indicated that the above mentioned professionals occupied 
negative perceptions related to the productivity, social maturity, interpersonal skills 
and psychological adjustment of persons with disabilities (Chan, 2008). Another 
two survey reported a miserable picture of the socio-economic condition of the 
differently abled children. Unemployment rates exceed 70 % for blind and visually 
impaired people (American Psychological Association Task Force on 


Socioeconomic Status, 2007), whereas for people with intellectual and 
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developmental disabilities, the unemployment rate exceeds 80 percent (Butterworth 
et al., 2015). Across the studies, individuals with a disability and their families 
were reported at increased risk for poor health and quality-of-life outcomes when 
their disability status affected their socioeconomic standing. Children with a 
disability experienced increased barriers to obtaining health care as a result of 
accessibility concerns, such as transportation, problems with communication and 
insurance as revealed by Drainoni et al. (2006). Families of children with 
disabilities also occupied economic strain due to lack of proper medical treatment 
for their differently abled children. It was reported that of disabled beneficiaries, 29 
% skipped medication, reduced the dosage or failed to fill prescriptions because of 
the medication’s cost (Soumerai et al., 2006). A substantial body of research 
demanded that family members as well as parents who provided care to the 
differently abled children in their chronic state were themselves at risk. Emotional, 
mental and physical health problems were originated from complex caregiving 
situations (National Center on Caregiving, 2017). This review was failed to report 
other necessary socio-economic variables related to parents raising differently 
abled children. The lack of household income was reported a significant variables 
for parenting stress. The household income in households with a disabled child was 
13% lower than in households with non-disabled children (Blackburn et al, 2012). 
A great number of studies reported that parents who lived in rural areas 
experienced worse health and exhibited more health risk behaviours than those who 
lived in urban areas ( Met et al. 2014; Heflinger 2015) Beresford & 
Rhodes( Beresford & Rhodes 2008). Newacheck & McManus (1988) cited that 
out-of-pocket expenses were 2-3 times higher on average for disabled children than 
for other children. Variables such as socioeconomic disadvantages, socio- 
environmental exposures, and access to healthcare need to be estimated with 
respect to parents’ perceptions while raising a child with disability. Various aspects 
of family ecology domains such as parents' responses to the child's diagnosis with 
disability, patterns of adjustment, family support and services for reducing stress, 
and parents' feelings and future expectations need to be included in the final study 
in order to explore the levels of stress among the parents of the child with disability 
(Heiman, 2002). It was found that most parents had to make changes in their social 
life and expressed high levels of frustration and dissatisfaction, many tried to 


maintain their routine life. Several studies pinned down the importance of 
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social resources and support, and the need for effective programs of intervention 
for the parents of the child with disability. Across the literature, a huge number of 
demographic as well as socio-economic variables were reported, including the level 
of parents' concentration on the needs of their child with disabilities, the level of 
parents’ cooperation with their spouse, the number of years during which parents 
cared for a child with disabilities, time devoted by parents daily for their child with 
disabilities, parents’ self-esteem, parents' education, the level of disability of a 
child, the level of parents’ skills in dealing with their child with disabilities and the 
level of parents' knowledge about their child with disabilities. The Researcher 
expected that these variables may correlate with the socio-economic conditions of 
the parents with differently abled children and therefore proper methodology would 


be developed in order to estimate their functions in the final study. 


2.4: A Meta-Analytic Review Of Literature To Identify The Stress Levels Of 
The Parents With Differently Abled Children ( Objective 2) 


One of the significant paradigms in family research is aimed at capturing the 
experience of parenting stress among the parents of children with disabilities. 
Parents of a child diagnosed with any type of disability experience more instability 
and dysfunction than parents with a normal child. In particular, it has become a 
common trend in disability research that most of the studies conducted in different 
cultural context found the same result that parents with an autism child experience 
more stress (e.g., Estes et al. 2009; Griffith et al. 2010; Hamlyn-Wright et al. 2007; 
Kasari and Sigman 1997; Wolf et al. 1989), higher levels of depression (e.g., Stein 
et al., 2011; Hayes and Watson, 2013; Zablotsky et al., 2013; Falk et al., 
2014; Weitlauf et al., 2014), and more health-related problems in comparison to 
other parents raising a normal children (e.g., Stein et al., 2011; Dykens and 
Lambert, 2013; Giallo et al., 2013; Fairthorne et al., 2015). At this juncture, a 
meta-analytic approach is necessary to conduct a review in understanding the stress 
levels of the parents raising children with disabilities, eg. visual impairment, 
hearing impairment, intellectual disability and autism. It was expected that a meta- 
analytic review would provide a framework within which a comparison between 


different groups of parents raising children with disabilities would be easily made. 
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2.4.1: Objectives Of This Meta-Analytic Review 


This Meat-analytic review undertook to review some of the huge body of 
information now available about parenting stress among the parents with 
differently abled children. 

The purpose of this review was to : 

1.Examine the construct of parenting stress in comparative studies of parents of 
children with four types of disabilities (visual impairment, hearing impairment, 
intellectual disability and autism). 

2. Apply a comprehensive view of reviewing literature in order to identify the 


studies which manifested the above mentioned problem within a broad perspective. 
2.4.2: Rational For Conducting A Meta Analytic Review 


1.To the Researcher’s knowledge, no meta-analytic review has yet been 
conducted that highlights the parenting stress literature comparing parents of 
children with different types of disabilities. A Meta-analysis Review was conducted 
by Stephanie, Hayes, Shelley and Watson (2013) entitled ‘ The Impact of 
Parenting Stress: A Meta-analysis of Studies Comparing the Experience of 
Parenting Stress in Parents of Children With and Without Autism Spectrum 
Disorder’. This study focussed on the parenting stress experienced by autism 
children mainly. Another review was conducted by Melissa , Cousino, and Rebecca 
and Hazen (2013) by following Systematic Approach focusing parenting stress 


among caregivers of children with chronic illness. 


2. A Meta-analysis Review may summarize the variability among the outcomes of 
parenting stress more accurately as reported by parents of children with different 
types of disabilities. 

3.Conducting a Meta-analysis Review on the above mentioned problem may permit 
the present Researcher to combine various studies addressing a common construct ( 
i.e. parenting stress among the parents with differently abled children) by 
calculating a standardized statistic known as an effect size and answers questions 
about the magnitude, variability and generalizability of findings (Field and Gillett 
2010). 


2.4.3: Conceptual Framework Of The Meta-Analytic Review 
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This Meta-analytic Review was guided by Lazurus and Folkman’s (1984) 
Transactional Model of Stress and Coping suggesting that illness-related stress 
appraisals and methods of coping as well as parent/ child adaptation process 
controls parent/ child adjustment to chronic illness. As per the guidelines of The 
Cochrane Collaboration (Higgins & Green, 2011), predetermined review questions 
were developed and used in this Meta-analytic Review. Thus, guided by this 
theoretical framework as well as research questions, a Meta-analytic Review of the 
literature regarding parenting stress among the parents with differently abled 


children was conducted. 
2.4.4: Developing Research Questions For The Meta-Analytic Review 


This Meta-analytic Review sought to answer the following questions: 

(i)What measures are used to assess parenting stress in parents of children with 
differently abled children ? 

(11) Do reports of parenting stress differ among groups of parents (e.g., parents with 
visual impairment, hearing impairment, intellectual disability and autism ? 

(111) Do child’s dysfunctional behaviours as well as impairment related cognitive 
appraisals relate to parenting stress outcomes? 

(v) Do parents’ coping mechanisms and resources relate to parenting stress 
outcomes? (vi) Does parenting stress relates to parent and child psychological 


adjustment and health related outcomes? 
2.4.5: Methods 
2.4.5.1: Search And Screening Process 


1.Literature searches were conducted through various databases including PubMed, 
PsychInfo, Scholars Portal, Dissertations and Theses (Proquest), Academic Search 
Complete, and the Internet (e.g., Google Scholar). 

2. Search terms included combinations of parent, mother, father, family, stress, 
parenting stress, disability, visual impairment, blindness, intellectual disability, 
mental retardation, hearing impairment, hearing loss, autism, autism spectrum 
disorder etc. 

3. At first, the initial search was conducted and therefore independent search was 


done in order to establish reliability of this review. 
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4. Any discrepancies with respect to statistical approach applied in those studies 
were identified and therefore those studies were excluded due to their 
misinterpretation of findings. 

5.Titles and abstracts were reviewed and references were checked with additional 
articles retrieved and assessed for inclusion. Both published articles and 
unpublished dissertations were included, although master’s level dissertations were 
omitted. At least 131 articles were identified and reviewed and finally 25 studies 
met the following inclusion criteria (See 2.4.5.4d: List of Studies Included) 

6. The Researchers compared parenting stress among the four groups of parents 
raising children with four types of differently abled children ( visual impairment, 
hearing impairment, intellectual disability and autism). 

7. The present Researcher included those articles which adopted a comprehensive 
as well as reliable measure of parenting stress scales. Parents were defined as any 
primary caregiver (e.g., birth-, foster-, step-, and grandparent) and children 
included individuals of any age. Studies that did not provide sufficient statistical 
information to calculate an effect size was excluded from this Meta-analytic 
Review. A study conducted by Sanders and Morgan (1997) was excluded from this 
review due to extreme outlier. The calculated effect size of this study was 
significantly above those of the other studies (i.e., between parents of children with 
autism and those of children with other types of disabilities , the effect size for 
mothers of the differently abled children was 7.456 and fathers of the differently 
abled children was 11.426 respectively). 


Table 2.4: PRISMA Search ( Primary) 


Topic Key Words Results Met 
Criteria 

Child with Visual Impairment; Parents 56 8 

PRIMARY | Child with Visual Impairment; Parental Stress 67 24 

SEARCH Blind Child; Parenting Experience 37 15 
Child with Mental Retardation; Parent 122 15 
Child with MR; Parenting Stress 106 56 
Children with ID; Parenting Stress 162 52 
Child with Hearing Impairment ; Parental Stress 45 27 
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Child with Autism; Parenting Stress 176 86 
Childen with Autism Spectrum Disorder; 197 72 
Parents 
Total 968 355 
Table 2.5: PRISMA Search ( Secondary) 
Topic Key Words Results Met 
Criteria 
Child with Visual Impairment; Parents 52 16 
SECONDARY | Child with Visual Impairment; Parental Stress 27 9 
SEARCH Blind Child; Parenting Experience 17 6 
Children with Visual Impairment; Parents 37 7 
Children with Intellectual Disability; Parental 29 14 
Stress 
Child with Mental Retardation; Parental Stress 18 9 
Children with Intellectual Disability; Parental 28 4 
Experience 
Child with Intellectual Disability; Parents 29 3 
Child with Hearing Impairment ; Parents 22 6 
Child with Hearing Loss; Parenting Stress 29 7 
Children with Hearing Impairment; 16 5 
Caregivers 
Hearing Loss; Comparative Study 7 2 
Child with Autism; Parenting Stress 34 18 
Childen with Autism Spectrum Disorder 37 12 
Autism; access; diagnosis 6 1 
Autism; children; sleep 4 0 
Autism; Challenging behaviour 8 1 
Autism; Parenting Stress; symptoms severity 6 2 
Autism children; stress management 16 4 
Autism child; role of caregivers 12 3 
Autism; Parental Support Groups 7 2 
Total 441 131 
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2.4.5.2: Criteria For Inclusion 


As per the guideline of Cochrane Collaboration a protocol was developed and 
therefore objectives of this Meta-analytic Review were identified. Finally inclusion 
criteria were defined (Higgins & Green, 2011). Inclusion criteria for the Meta- 
analytic Review were as follows: 

1.Studies selected in this Meta-analytic Review published in reputed online 
journals between 1900 and 2014. 

2. Only peer reviewed journal were selected in this Meta-analytic Review. 

3.All studies were published in English language. 

4. Study population included parents with four types of differently abled children, 
namely visual impairment, hearing impairment, and autism. 

5. Only quantitative studies that provided sufficient statistical analysis of parenting 
stress among the parents with differently abled children were included. 

6.Measures of other mental health symptoms such as anxiety, depression were not 
included in this review. 

7.With reference to measurement of parenting stress of the children with 
intellectual disability, articles that utilised Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition were included. 

8. With reference to measurement of parenting stress among the children with 
autism, Asperger’s syndrome, and pervasive developmental disorder were also 
included. Other type of typicality such as infantile autism, Fragile X syndrome, 
and Rett’s syndrome were excluded from this Meta-analytic Review. 

9. The child’s characteristics that determined inclusion into this meta-synthesis 
were restricted to the age of 18 years. 

10. The above mentioned criteria were not always followed as few studies did not 
clearly mention the age of the differently abled children. 

11.Additional articles were highlighted through summarization. 

12.Articles that followed comparative studies of different types of disabilities were 


also included. 
2.4.5.3: Criteria For Exclusion 


The following rules were followed in order to exclude an article from this Meta- 
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analytic Review: 

1.Articles that did not available in English version were excluded in this review. 

2. Articles that did not report the methodology for the study were excluded in this 
review. 

3. Articles that described disorders, symptoms, or interventions not related to the 
above mentioned four types of disabilities ( eg. parents raising children with visual 
impairment, intellectual disability, hearing impairment and autism ) were excluded 


from this review. q 


2.4.5.4: Breakdown Of Articles Into Themes 
2.4.5.4a: Analytical Methodology 


1. In order to identify initial core themes the first 30 articles were selected to read 
in full. 

2.These selected online articles were then reread, categorizing important quotes, 
statements, and sentences that provided an understanding of parents’ experiences 
on stress. Core themes were compiled into a database. 

3. Key aspects of each article were then summarized for comparison of findings 
across studies. 

4. Phenomenological approach were adopted for data analysis with a view to 
recurring patterns related to the perspective of parents in their adaptation, needs, 
and experience, while rearing for a child with visual impairment, hearing 
impairment, intellectual disability and autism. 

4.Each domain was characterised by a representative core theme to capture 
notable perspectives. 

5. It may be noted that the remaining included articles were then read, and relevant 
data compiled into these themes and domains as per the direction of the statistical 


analysis. 

2.4.5.4b: Protocol And Registration 

The protocol for this study has not been registered. 
2.4.5.4c: Measures 


1.This Meta-analytic Review pinned down a comparative analysis of parenting 
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stress among the four groups of parents raising children with visual impairment, 
hearing impairment, intellectual disability and autism. Consequently, ‘stress’ had 
been recognised as the outcome variable for this review and studies relating 


‘anxiety’ and ‘depressive’ symptoms of the parents were excluded. 


2. Referring to Taqbles 2.4 and 2.5, it can be said that each table includes a column 
identifying the measure used in each study included herein. Articles in which the 
outcome measures had been designed to capture the larger construct of parental 


stress were included only. 


3.With respect to the measurement of parenting stress among the parents with 
disabilities, the studies included here adopted versions or interpretations of the two 
most commonly used parenting stress measures. These were the Questionnaire on 
Resources and Stress (QRS; Holroyd 1987) or the Parenting Stress Index (PSI; 
Abidin 1983). The concurrent validity and a strong bivariate correlation of the 
overall stress scores of these two stress scales were reported strongly acceptable (r 
= 0.63, p\.001; Sexton et al. 1992). More over, multivariate correlations were 
calculated using factor scores of the Parental Stress Index (PSI) and a short form 
of the QRS (QRS-F; Friedrich et al. 1983). In the opinion of Sexton et al. (1992) 
multivariate correlations of these scales provided three concurrent functions. First 
of all, a general factor related to the adjustment of the family to the needs of the 
child. Second, a factor was developed related to the dependence and abilities of the 
child. Thirdly, another one factor was related to the emotional reactions of the 
mother to their child with disability. The largest difference between the two 
measures was concerned with the physical abilities of the differently abled child. 
In contrary to this, the QRS included a Physical Incapacitation subscale but the PSI 
subscales do not overlap (Sexton et al. 1992). The PSI scale included the following 
subscales : (i) Restrictions Imposed by Parental Role, (ii) Child Mood, (111) Child 
Adaptability/Plasticity, (tv) Child Demandingness/Degree of Bother, and (v) Child 
Distractibility/Hyperactivity. 


4. Most of the studies selected here adopted reliable scales of parenting stress with 
the exception of one study in which self-prepared measure with a reliability index 
of a = 0.76 were utilised (Hamlyn-Wright et al. 2007). It was designed to include 


factors outside of the parent-child relationship known to impact stress (e.g., 
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support from educational and health professionals). Parents of the differently abled 
children answered 12 questions( eg. ‘I find my child very hard work’ or ‘I think 
others sometimes see me as a bad parent’) using a 6-point Likert scale (where 
numerical value one (1) was ascribed ‘‘strongly agree’’ and six (6) was ascribed 
to “‘strongly disagree’’) . As per the direction of the scale, higher scores denoted 


more stress. 


5. Another two impAortant studies conducted by Blacher and McIntyre (2006) and 
Eisenhower et al. (2005) adopted the Family Impact Questionnaire (Donenberg 
and Baker, 1993). Both of these studies adopted a ‘‘negative impact composite’’ in 
their measurement process, which included the Negative Impact on Relationships 
and the Negative Feelings toward Parenting subscales. The both Researchers 
argued that this composite score captured the perception of parents of the overall 
impact of their child on their family. The composite scores were associated with 
20 items endorsed using a 4-point Likert-like scale (where 0 is ‘‘Not at all’’, and 3 


is ‘“Very much’’; Donenberg and Baker 1993). 
2.4.5.4d: List Of Studies Included 


1.Blacher and McIntyre (2006) 

2. Bouma and Schweitzer (1990) 

3. Brobst et al. (2009) 

4. Eisenhower et al. (2005) 

5. Estes et al. (2009) 

6. Feizi (2014) 

7.Gabriels, Cuccaro, Hill, Ivers, & Goldson, (2005). 

8. Griffith et al. (2010) 

9. Guess (1996) unpublished dissertation 

10. Gupta (2007). 

11. Hamlyn-Wright et al. (2007) 

12. Hoffman et al. (2009) 

13. Lee et al. (2009) 

14. Lee, Tsang & Chui (2014) 

15.Koegel, , Schreibman, Loos, Dirlich-Wilhelm, Dunalp, Robbins et al. (1992). 
16. Leyfer, Folstein, Bacalman, Davis, Dinh, & Morgan (2006). 
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17. Markham (2000) unpublished dissertation 

18. Rao and Beidel (2009) 

19. Richardson (2010) unpublished dissertation 

20. Seltzer, Abbeduto, Krauss, Greenberg & Swe (2004). 

21. Tomanik, Harris & Hawkins (2004) 

22. Totsika, Hastings, Emerson, Lancaster & Berridge (2011). 

23. Watson et al. (2012) 

24. Wolf et al. (1989) 

25. Zaidman-Zait, Mirenda, Zumbo, Wellington, Dua, & Kalynchuk (2010) 


2.4.5.4e: Calculation Of Effect Size For The Meta-Analytic Review 


In this Meta-analysis, the strength of the relationship between two variables on a 
numeric scale was measured with help of effect size. The greater the effect size, 
the greater the difference between the two variables will be. Statistic effect size 
allowed the Researcher in determining if the difference was real or if it was due to 
a change of factors. In hypothesis testing, effect size, power, sample size, and 
critical significance level were related to each other. In the current Meta-analysis, 
effect size was concerned with selected studies and then combined all these 
selected studies into single analysis. Generally, the effect size is usually measured 
in three ways: (1) standardized mean difference, (2) odd ratio, (3) correlation 
coefficient. In the opinion of Cohen (1992), an effect size of 0.10 is considered 
small, 0.30 is medium, and anything above 0.50 is large. In this meta-analysis, 
effect sizes were calculated between the target group (parents of children with 
autism) and the comparison group ( parents with other three types of children with 
disabilities, namely visual impairment, hearing impairment and _ intellectual 
disability). The effect size was calculated as per the guideline of Hedges and Olkin 
(1985) as an unbiased estimate. Also known as Hedges’ g, this procedure is 
preferred when there are uneven sample sizes between groups as it corrects any 
overestimate associated with small sample sizes while having a minor effect on 
larger studies (Hedges and Olkin 1985). The effect size (di) was determined for 
each individual study by subtracting the mean of the comparison group (Xi c) from 
the mean of the target group (Xi t ) and dividing it by the weighted and pooled 


standard deviation (sd*). In addition, 95 % confidence intervals (CI) were 
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calculated. It may be noted that if the CI contains zero, the assumption is that there 


is no difference between the levels of stress reported by parents of children with 


autism in comparison to the other group ( See Table 2.6). 


Table 2.6: Studies Comparing Outcome Measures Of Stress Among Different 


Groups Of Parents 
Study Participant | Group Measure Effect | 95% of 
Group Comparing on Size CI 
Stress (M, SD) 
1.Bouma and | Mothers ASD QRS-F 2.20 1.85- 
Schweitzer Group=29.08, 7.3, 3.12 
(1990) CP Group=13.05, 
6.80 
2.Brobst et | Mothers ASD Group= | PSI-SF 1.70 1.02- 
al. (2009) 101.71, 23.48, ID 2:39 
Group = 66.16, 
22.28 
Fathers 
ASD Group= o:60- 
92.97, 24.22 pee 
ID Group= 66.10, 
16.14 
3.Eisenhower | Both ASD Group=29.70 | FIQ 2.06 1.82- 
et al. (2005) | Parents (15.50) 2.58 


ID Group= 
16.20(11.26) 
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4 Feizi Mothers Sensory—motor PSI-36 items 1.28 1.126- 
(2014) Mental Group= 1.86 
64.00 (22.46) 
Psychological= 
149(52.28) 
Chronic Physical 
Group= 12. 
(25.26) 
5.Guess 
ASD = | PSI . 34- 
(1996) Mothers Ss Group Ss 0.33 0.3 
: 264.71, 56.71 0.99 
unpublished P 
assertion ID Group= 247.50, 
45.78 
6.Hamlyn- Parents ASD Group= | RD 1.87 1.62- 
Wright et al. 45.66, 8.61 2.11 
(2007) 
ID Group= 29.30, 
9.05 
7.Hoffman et | Mothers ASD Group= | PSI 2.34 2.07- 
al. (2009) 147.90, 25.70 2.60 
ID Group= 94.79 
21.70 
8.Lee et al. | Parents ASD Group =| PSI-SF 1.61 1.20— 
(2009) 91.52,20.88 2.01 
ID Group= 60.71, 
14.79 
9.Lee, Tsang | Parents VI Group= 176.38, | SNQ (Service | 1.05 1.10- 
& Chui Needs 1.50 
(2014) Nome, Stu: Questionniare) 
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110.83 
LB Group= 222.38 
10.Markham | Parents ASD Group= | PSI 0.19 0.37- 
(2000) 129.49, 22.27 0.75 
unpublished 
: : ID Group =125.16 
dissertation 
23.05 
11.Rao and | Parents ASD Group= PSI + 1.47 0.65- 
Beidel 2.29 
(2009) 266.67, 43.91 
TD(UID)Group= 
198.71, 46.12 
12.Wolf et al. | Mothers ASD Group =| PSI Child 1.75 1.25- 
(1989) 136.83, 21.38 2.26 
ISD Group = 
aa 98.25, 22.01 


2.4.5.4f: Thematic Analysis Of The Reviews 


For thematic analysis, a random-effects model was accepted as per the procedure 
of Hedges and colleagues (Hedges and Olkin 1985; Hedges and Vevea 1998) and 
Field and Gillett (2010). In a random-effects model, the effect sizes are 
heterogeneous since they come from differing populations (Field and Gillett 2010). 
The choice of a random-effects model was not utilised always because of the 
differences between the comparison groups. In this Meta-analytic review, Random 
effect models resulted in larger effect size confidence intervals than fixed effect 
models. An attempt was also adopted in order to minimize this difference 
(Borenstein et al. 2007). Instead of using sample size as a means to weight various 
studies, inverse variance was chosen to weight effect sizes by their standard error 
in order to account for both the between and within study sampling error 
(Borenstein et al. 2007; Sutton and Higgins 2008). In some cases, researchers 


reported multiple effect sizes. For example, multiple effect sizes was calculated 
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with respect to studies with an autism group and more than one comparison group, 
or studies that included subscale scores and did not report an overall stress score. 
Whereas multiple effect sizes produced bias results, a simple average was 
computed by following Rosenthal (1991) for any study that contained more than 
one outcome. One study conducted by Watson et al. (2012) considered to be the 
most conservative stress indicator was included in the meta-analysis. This study 


reported outcome measures for both the PSI and QRS-F (the 31-item). 
2.4.5.4g: Heterogeneity 


To determine if any violations of the assumption of homogeneity were detected for 
the distribution of effect sizes, Q statistic was adopted (Field and Gillett 2010). Q 
is a Chi-square test of homogeneity. In case, Q found to be significant ( 0.05), the 
null hypothesis is that there is variation in the effect sizes associated with 
heterogeneity (Huedo-Medina et al. 2006). The Q test was significant indicating 
that the studies included here denoted heterogeneity and thus the use of a random- 
effects model was supported (Huedo-Medina et al. 2006). In addition, the I° 
statistic was alsoincorporated (Higgins and Thompson 2002) as an indicator of the 
impact of heterogeneity and as a compliment to the Q statistic (Huedo-Medina et 
al. 2006). According to the classification system proposed by Higgins and 
Thompson (2002), the I* indexes calculated for the analyses comparing families of 
children with autism to other types of disabilities indicated low heterogeneity 
(approximately 16-17 % of the variability of effect sizes can be attributed to 


something other than sampling error). 
2.4.6: Results And Discussion 


This Meta-analysis Review was conducted to compare the parenting stress 
between parents of children with autism and parents of children who have other 
types of disabilities. The random effects model (Hedges and Vevea 1998) of this 
Meta-analytic Review established that the mean effect size was 1.45, vis-a-avis, 
the 95 % CI was 1.27 (lower limit) to 2.14 (upper limit), with an associated z = 
7.22, p\.001. According to Cohen’s (1992) guidelines, the overall effect size was 
large. Publication bias was assessed using two methods. The results of Rosenthal’s 


fail safe N suggested that an additional 2,454 studies would be required to negate 
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these findings. Another method of estimating publication bias i.e. Kendall’s tau 
was not significant, indicating that there was a true difference between the 
experience of parents of children with autism in comparison to those with children 
who have other types of disabilities on comprehensive measures of parenting 


stress. 


A second level meta-analysis comparing an outcome measure of parenting stress 
between parents of children with autism and other types of other disabilities. 
Referring to Table 2.5 , we can interpret a summary of the 12 studies. The 
individual effect sizes of each studies are displayed on the Table. This table was 
also prepared on the basis of random-effects model (Hedges and Vevea 1998). 
The mean effect size was 0.54; the 95 % CI was 0.26 (lower limit) to 1.07 (upper 
limit), with an associated z = 3.00, p\.001. As per Cohen’s (1992) guidelines, the 
overall effect size would be large (whereas the lower limit of the CI represents a 
small effect size). As previously described, publication bias was assessed using 
two methods. Firstly, the results of Rosenthal’s fail safe N estimated that an 
additional 361 studies would be required to negate these findings. Secondly, 
Kendall’s tau was not significant. It indicated that there was a true difference 
between the experience of stress between parents of children with autism in 
comparison to those with children diagnosed with other disabilities. This results 
highlighted the fact that parenting a child with autism was associated with greater 
parenting stress. It supported the ‘Introduction’ section of many journal articles. 
The overall effect size calculated was large for both analyses and therefore 
indicated that parenting stress in parents raising a child diagnosed with autism was 
a significant experience that warranted attention and intervention. Skill of Family 
functioning was also greatly affected by this stress. Moreover, from a 
methodological standpoint, this analysis suggested that stress was a significant 
aspect of family functioning , especially for the parents with differently abled 


children. 


2.4.7: Delimitations And Suggestions For Further Studies 


1. It is not enough to compare between parents of children with autism and other 


three types differently abled children as suggested in this Meta-analytic Review. 
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2. Seltzer et al. (2004) argued that simply finding and reporting differences does 
not provide an explanation for those differences. In the light of above suggestion, 
it can be said that efforts need to be made to identify and control for other 
variables that affect parenting stress among the parents with differently abled 
children. Variables such as child characteristics, family socio-demographics, 
biological and psychological vulnerability (Seltzer et al. 2004) need to accounted 
within this field. Within family socio-demographics, many variables such as 
gender are important to examine further. Table No.2.5 provides information 
(when available) about the parent participants. It indicates that the majority of 
research had been conducted on mothers with differently abled children only, or on 


parents without differentiating between mothers and fathers. 


3. Another delimitation of this review might appear with respect to limited number 
of father participants included in research. Due to unavailability of information, 
this review could not make any conclusions about the overall effect of parenting 
stress on fathers in comparison to mothers. Beyond parent variables, it is also 
important to estimate the effects/affects of child variables. Although children with 
autism are highly heterogeneous group in all countries, most of the researchers 


recognised them as homogeneous category. 


4. With respect to the sources of confounding variables, the variability in the 
phenotype of autism abecame a more salient issue in these studies while 
comparing families of children with autism to those with children with other 
disabilities. It is important to highlight the variability of results between the 
selected studies comparing children with autism to other disabilities. In the present 
Meta-analytic Review, five studies were selected where the CI included zero 
(suggestive of no difference in stress between groups) (Blacher and McIntyre 
2006; Eisenhower et al. 2005; Guess 1996; Markham 2000; Watson et al. 2012) 
The overall effect size still indicated that parents of the autism children were 


impacted more by parenting stress. 


5. Few studies that met inclusion criteria were omitted from this review due to lack 
of information they provided (commonly due to not reporting the standard 


deviation of the mean). As limited number of studies per disability category were 
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selected for the review, separate analyses by disability diagnosis were not possible 
at a time. So possible confounding variables related to shared child characteristics 
between the disability groups should be measured with the help of reliable scales. 
Thus the high variability in the experience of autism may confound results when 
comparing parents of a child with autism to parents of children with other 
disabilities as many of these characteristics are present in other disabilities. For 
example, when the researchers were trying to compare children with autism to 
those with intellectual disability, it was important to consider that despite many 
children not having a formal diagnosis of intellectual disability, they might display 
many of the core characteristics of hyperactivity or impulsivity (Mayes et al. 
2011). If characteristics of other disorders were present among the children (which 
was more common than not), they should be recognised as inherent challenges 
associated with comparative research in this domain. According to Seltzer et al. 
(2004), future studies should either attempt to match participants by behavioural 


phenotypes or control for these effects statistically. 


6. This Meta-analytic Review compared groups based on a diagnosis, which is a 
beneficial to establish the relationship between the observed variables and the 
phenomenon (Dykens and Hodapp 2001; Hodapp et al. 1998). But establishing 
relationship through comparisons might miss key variables associated with the 
behavioural phenotype such as diagnosis severity. Researchers argued that the core 
deficits were associated with autism characteristics such as impairments in social 
communication, or restrictive/repetitive behaviours are the most stressful for 
parents. To investigate specific behaviours through comparison studies, further 
research would be conducted to control for all other variables and to insert 
comparison groups that share similar behaviours. Another alternative strategy for 
controlling other variables may be to compare families based on the behavioural 
phenotype of their child with autism in a cross-sectional design such as that 
employed by Totsika et al. (2011). In order to address ‘‘why’’ parents with 
differently abled children, especially autism are under more stress will require a 
better operational definition of stress. There should be a link between theory and 
measurement, as well as a better way to compare specific behavioural phenotypes 
of children with disabilities. The ‘introduction’ part of this review highlighted the 


role of various variables related to parenting stress among the parents with 
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differently abled children. Further investigation may include some additional 
hypotheses related to the differences between disabilities, for example the range, 
severity or frequency of challenging behaviours exhibited by children with 
disabilities. Moreover, further research should be conducted with reference to the 
presence of other co morbid disorders, the ‘invisibility’ status, and the prognosis 
and predictability of the course of the disability (including any associated strengths 
or weaknesses). Other aspects such as family functioning and cohesion, the 
availability of services and supports, the timing and process of diagnosis (e.g., 
receiving a medical vs. behavioural-based diagnosis), the attitude of professionals 
or the community in general about the disability, individual differences among the 


parents , gender difference on stress are but a few suggestions for future studies. 


7. At present, ‘resilience’ has emerged as a new topic of interest in disability 
research. Resilience has been conceived as a means to emphasize healthy as well 
as positive family functioning in the face of chronic stress (Ylve’n et al. 2006). 
Studies argued that the lack of resilience seem to be a moderator of stress among 
the parents with differently abled children. The following Researchers established 
that the true experience of families should include an emphasis on family strengths 
and investigations of the positive impact having a child with a disability can have 
on the family (e.g., Blacher and Baker 2007; Dykens 2006; Hastings et al. 2002; 
Hastings et al. 2005; Kayfitz et al. 2010; Scorgie and Sobsey 2000; Stainton and 
Besser 1998; Taunt and Hastings 2002). Seligman & Darling (2007) , and Sloman 
& Konstantareas (1990) interpreted that family functioning is a complex system 
and a diagnosis of disability can impact families in different ways. Identifying 
positive factors within a pre-existing framework of parenting stress can help us to 
understand of how stress can be moderated or mediated among the parents with 


differently abled children. 
2.4.8: Summary 


Findings of this Meta-analysis Review were produced on the basis of statistical 
significance of the different variables of stress as well as methodology applied 
rather than the actual observations. It was found that parents of children with 
autism occupied more stress than those of parents raising children with another 


type of disabilities. A study demanded that instead of rich research tradition of 


168 


cataloguing stress, there has been a paucity of research examining positive parental 
characteristics that may reduce the impact stress has on the family (Bayat 2007). 
For example, early interventions targeting the reduction of parenting stress also 
facilitated positive changes in the differently abled child’s behaviours. Rightly, 
reducing parenting stress as an early intervention strategy may control familial 
functioning by restoring balance. It may thus moderate as well as reduce the 
affects of challenging behaviours among all parents. It is important to remember 
that there were so many contradictory results with reference to the impact of 
different variables on parenting stress among the parents od the children with 
disabilities. So it is our responsibility to identify those factors by incorporating 
different relevant methodological procedures in order to observe their actual 


significance in the existing phenomena. 
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2.5: A Systematic Review Of Literature To Assess The Predictors Of Parental 
Stress ( Objective 3) 


2.5.1: Introduction 


Parents of Children with disabilities experience different levels of stress as per their 
availability of various support resources and the condition of the child’s 
impairment. A great number of studies pointed out that the predictors of parental 
stress in parents of children with autism were concerned with the severity of the 
impairment (e.g., Osborne and Reed, 2009; Ingersoll and Hambrick, 2011; Rivard 
et al., 2014), the unpredictable behaviours or emotional problems of their children 
(e.g., Tomanik et al., 2004; Herring et al., 2006; Lecavalier et al., 2006; Osborne 
and Reed, 2009; Estes et al., 2013), as well as financial worries. These three 
predictors of stress in the parents with differently abled children were reported 
secondary to the need to spend for counselling, medical treatment, intervention , 
guidance and education (e.g.,Sharpe and Baker, 2011; Vohra et al. 
2014; Zablotsky et al., 2014; Thomas et al., 2016). Additional predictors of stress 
in the parents with autism children documented the critical role of social support 
that helped them successfully cope with their higher levels of stress (e.g., Tehee et 
al., 2009; Ekas et al., 2010; Lovell et al., 2012; Weiss et al., 2013). Some studies 
recognised the importance to gain easy access to and support from health 
professionals as vital predictors for the parents with differently abled children, 


especially autism (e.g., Mackintosh et al., 2012; Vohra et al., 2014). 


With reference to relative importance of predictors that contribute to parenting 
stress in the parents with differently abled children, a study argued that the child's 
emotional and behavioural problems contributed significantly to mothers' stress, 
perceived family dysfunction, and parent mental health problems. On the other 
hand, the child's diagnosis, presence of a development delay, or child's gender were 
reported as secondary sources of predictors for them (Herring et al., 2006). Herring 
et al.(2006) claimed that it is important to examine the role of different predictors 
of parenting stress as they warn the parents to focus on their attention in raising 
their children with disabilities. A study demanded that regardless of differently 
abled child's age or gender or symptom severity, behavioural problems (1.e., higher 


levels of child hyperactivity) predicted higher parenting levels of distress in the 
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parents with autism children (McStay et al., 2014). Some scholars argued that 
cultural factors are also important sources of parental stress among the parents with 
differently abled children (e.g., Daley et al., 2013; Freeth et al., 2014). A huge 
number of studies found that lack of information about autism in the society 
contributed to parents of children with autism to face stigmas. Such type of parents 
might be influenced by cultural beliefs and experienced a variety of defences eg. 
denial, guilt, self-blame for their child's diagnosis (e.g., Gray, 2002; Mak and 
Kwok, 2010; Neely-Barnes et al., 2011; Ravindran and Myers, 2012; Sarrett, 
2015; Riany et al., 2016). In many cases, families raising differently abled children 
may also struggle to make sense of their child's behaviour due to lack of support as 
well as unavailability of information in the society. This type of condition may 
increase the level of stress in the parents and contribute to delay diagnosis and 
treatment (Karst and Van Hecke, 2012). The majority of studies with respect to 
parenting stress among the parents with differently abled children were conducted 
in either Western or European countries. This types of research in the Western 
and/or European context increases awareness and support for the parent community 
in those countries. In contrast, the awareness of disability, especially autism or 


intellectual disability is still growing in our country. 


2.5.2: Rational For Conducting A Systematic Review 

The study aimed to review peer-reviewed published studies conducted in European 
as well as Asian countries with reference to parenting stress in parents with 
children with visual impairment, hearing impairment, mental retarded and autism 
or autism spectrum disorder. This systematic review provides in-depth justification 
on the predictors of stress among the selected reviews. The independent variables 
that may attenuate the levels of stress among the parents with differently abled 
children were recognised as predictor variables in this study. It is expected that 
findings from this systematic review will be able to offer insights on the factors 
related to parenting stress under-researched area. In addition, it is also assumed that 
the findings of this systematic review will be able to provide a culture-specific 
understanding of the stress experienced by parents of differently abled children. 
The identified predictors of stress may serve as socio-cultural markers for 
clinicians, psychologists, social workers as well as other professionals to consider 


while supporting and treating parents with differently abled children. 
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2.5.3: Methods 


2.5.3.1: Selection Of The Studies 


This systematic review focused on predictors affecting on parenting stress began 
with a search of literature using multiple electronic databases (PsycNET, ProQuest, 
PubMed, EMBASE, CINAHL, Web of Science, and Google Scholar. Referring to 
Figure 1, we can interpret the PRISMA flow diagram. PRISMA guidelines 
developed by Moher et al. (2009) were followed in this systematic review of 
literature. An external Researcher from the Department of Statistics, who have a 
complete mastery over the systematic reviews, reviewed the total process to check 
the adherence with PRISMA guidelines. Special emphasis was also given to studies 
conducted in Asian countries. Search terms used in this initial search entailed the 
names of those countries together with the search terms: ‘Visual Impairment’, 
‘Hearing Impairment’, ‘Intellectual Disability’ or its derivates ( ‘Mental Retarded’), 
‘Autism Spectrum Disorder’ or its derivatives (e.g., autism, autistic, Asperger, 
pervasive development disorder). In addition, several search terms on the key 
concept of Visual Impairment, Hearing Impairment, Mental Retarded and Autism 
Spectrum Disorder were conducted repeatedly for each European country. A search 
for the key concept of those terms was also conducted with the search term, 
‘India,’ ‘ Bangladesh’, ‘Pakistan’, ‘ Afghanistan’, ‘Soudi Arab,’ ‘Iran’ Europe’, 
USA’, ‘South East Asia’ to locate studies that might have been missed out. As a 
cautionary step, a final search on the key concept of parenting stress (using search 
terms such as ‘parents,’ ‘father’,‘mother’, ‘stress,’ ‘resilience’, ‘coping’, 

predictors’ ‘Visual Impairment’, ‘Mental Retarded’, ‘Hearing Impairment’, 
‘Autism’ etc.) was conducted to ensure no relevant studies were overlooked. 
Together, a total of 300 studies on parents of Children with VI,HI,MR and ASD in 
respect to the India, Soudi Arab, Europe, USA and European and SEA countries 
were identified. The first screening process was carefully done to exclude studies in 
Europe, and South East Asian countries that were unrelated to the phenomena. The 
chronological order of the particular steps was maintained properly and 
comparatively smaller ratio of VI, HI, MR ,and ASD studies in those countries 
were selected. Studies that additionally covers parent(s) of children with other 
types of disabilities other than selected four types of disabilities were also 


excluded. This ensures that this 
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systematic review were specific to the cultural context of India, Europe, USA, 
Soudi Arab and SEA countries. Thus the refined search covered not more than 58 


articles. 


At the second and last screening process, those that did not meet the other inclusion 
criteria (i.e., not published in peer-reviewed journals; full text not in English; 
doctoral dissertation; Master's thesis) were excluded. Finally, a total of 32 studies 
were deemed eligible to be reviewed. A conscious decision was made not to limit 
the range of years of published studies, in order not to further reduce an already 


narrow yield of results in this under-researched region. 


However, it was planned to exclude studies published before 1980, in accordance 
with the initial inclusion of those selected four types of disabilities in the 
Diagnostic and Statistical Manual, 3rd edition (American Psychiatric Association, 
1980). Only one study was identified as published in the 1980s or 1990s (Liwag, 
1989) and this study was retained; themes were consistent with findings in later 


writings. 


Articles published after July 2016 were not included in this review. An intentional 
decision was made to focus on peer-reviewed articles and the search was not 
inclusive for theses/dissertations. It was judged that including theses/dissertations 
would introduce bias through the identification of some theses/dissertations over 


others, depending on their language of writing and online availability. 


Before the search commenced, study authors agreed on the search strategy in 
consultation with a senior librarian advisor. A senior librarian advisor was also 
consulted throughout the search process. Moreover, an external auditor reviewed 


the process involved in the selection of studies before and after the study. 
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Figure 2.1: PRISMA Flowchart Illustrating Article Selection Process 
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2.5.3.2: Priori Features Of Interest Among Reviewed Studies 


Referring to Supplementary Table 2.1, we can illustrate the basic characteristics of 
children diagnosed with VI,HI, MR, and ASD of parents sample included in this 
review. The header of Supplementary Table 2.1 includes the following features: 
location, design/method, sample, outcome measure, aim, findings, and control 
variable. The descriptor, ‘location’ is mentioned in this systematic review to allow 
face-value comparisons of the studies amongst India, Saudi Arabia, USA, Europe 
and SEA countries. The “design/method” of the study is mentioned for a quick 
evaluation of the methodology in which the study was conducted (i.e., quantitative, 


qualitative, or mixed-method). 


The header, ‘sample’ specifies the number of participants in the study, if a 
particular study used a comparison group (i.e., parents of children with VI, HI.MR 
and ASD.), and if both mothers and fathers, or only single parents were sampled. 
The ‘outcome measure’ focuses the utilization of differential measures across the 
reviewed studies in measuring common variables ( eg. parenting stress, coping 
strategies, depression and anxiety symptoms, severity of autism symptoms and so 
forth). Lastly, the ‘aim’ denotes the purpose of a particular reviewed study, while 


‘findings’ outlines key results from that systematic study. 
2.5.3.3: Analysis Procedures 


The present Researcher conceived the significance of each study selected for a 
systematic review through a careful and strategic process. Synthesis of findings for 
each literature was conducted by applying the principles of systematic review, 
identifying parenting stress factors and other related concepts. Each literature was 


read multiple times by the Researcher to prevent bias. 


The Researcher identified the factor(s) affecting parenting stress in the parents with 
differently abled children and recorded a print copy for each study. Characteristics 
of each study reviewed here, as listed in Supplementary Tables 2.1 were also noted 
and recorded. Another important principle of systematic review such as the use of 
objective measures (eg. questionnaires) were also highlighted to determine how 


parenting stress was differentially measured across studies. 
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Another principle of systematic review such as finding similarities and differences 
between studies were encapsulated as well as pooling together similar reporting 
measures and outcomes across studies. Different websites provided necessary 
information about the latest techniques of systematic review and all relevant 
influential factors were thematically categorized and presented in a descriptive 
approach. The opinion of the external Researcher was also accounted for the data 
analysis, findings and factor categorization. To reduce bias and promote 
trustworthiness of the findings, two experienced researchers with knowledge in the 
concerned area also reviewed the data analysis findings. All the tree external 


researchers agreed with our factor categorization and discussion of the results. 
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Table 2.7: Characteristics Of Children Diagnosed With VI,HI, MR, And ASD Of Parents Sampled In This Article Review 


Study N Age of children Age Diagnosis Tool/Instrument Sampling Method 
(Year) diagnosed used Statistics 
1.Backman (1983) 31 mothers of MR | 2 -16 years 6.6.-36 MR Self-reported Survey Method 
month questionnaire SD, F-test 
2.Minnes (1988) 60 mother of MR_ | 2-18 Years Not stated | MR QRS-Questionnaire | Survey method 
Not stated Multiple Regression 
Not stated 
3.Peshawaria, 300 parents of | Not stated Not stated | MR Self-report Survey method 
Venkatesan MR questionnaire 
Menon (1988) Regression analysis 
4.Lewig (1989) 13 4-9 3-4 Years Early 
Infantile 
Autism 
according 
to DSM-III 
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5.Foronda (2000) 16 Not stated Not stated Self-reported Survey method 
Questionnaire 
148 mothers of 
6.Pipp- Hearing Loss PSI/SF(Abidin,195) | Interview with CHIP 
Siegel,Sedey,& PDH:Crnic& therapy 
Itano(2002) 6 month to 67 Greenberg, 1990), 


month 


Average age 12 


Family Support 
Scale ( Dunst et 
al.,1984) 


Zero order Correlation 


months ( 
SD=11.51) 
7.Hauser-Cram, 67 parents of DD Multidimensional The Survey Method 
Hedvat, Kersh, & assessment 
Warfield (2006) Not stated techniques were | Parallel Hierarchical 
used to collect data. | Regression Model. 
Not stated 


8.Hintermair 
(2006) 


213 mother and 
213 fathers of HI 


Time of 
Diagnised 
(Mdn=2.2.yrs) 


PSI- 
K-36, Abidin, 1995 


Survey Method with the 
help of questionnaire 


Confirmatory Path 
analysis 
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9.Sugandhi (2007) 200 Not stated Not stated | VI Survey 
Regression Analysis 
154 parents of 
10.Upadhyay & | MR FISC-MR, Survey method with the 
Havalappanavar(200 Girimaji,1999 help of questionnaire 
7) Mdn Mean,SD, T- Value 
=16.7(SD=6.2) 
11.Chransil and | 50 Not stated Not stated | ASD 
Bhatia 
(2010) 
12.Kumari & Kaur | 100 parents of FISC-SF Survey method 
(2010) MR %, Mean,. Meadian.,SD, 
t- 
Value 
13.Ting and Chua | 12 Not stated Not stated | ASD 


(2010) 
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100 parents of SCL -90 | Comparing method 
14.Bayat, MR~ and 100 Questionnaire Independent and 
Salehi,Bozorgnezhad_ | Parents of Normal dependent t test 
& Asghari(2011) children 

Not stated 

Not stated 
15.Callos (2012) Not stated Not stated | ASD 

Not stated 
16.Rahman_ et al. | 2 Daughter 7 year Not stated | Daughter 
(2012) Son-9 year :ASD, Son 
PDD-NOS, 
combined 
with 
ADHD 
17.Tiat and | 30 Mean 7.4. Not sated ASD 
Mundia(2012) 
18Athari et al.(2013) | Not stated 6-8 years Not stated | ASD 
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19.Ressureccion 10m 6-20 years , M=11.9 | Not sated ASD 
(2013) 
20.Wahyuni(2013) 2 Case study 1=12 | 2 years ASD 
years 3 years 
Case study2=Not 
stated 
21.Wisessathorn 333 6-17 years, M-7.83, | M-3.59, ASD 
(2013) SD-3.46 ASD 3.46 
22.Foo et al. (2014) 6( Male — -4, | 10-18 years Not stated | 5diagnosed 
Female 2) with ASD, 
One 
Asperger’s 
syndrome 
23.Ha et al.(2014) 24 2-10 years(M-12 | Not stated | ASD 
years 10 month) 
24.Xue et al.(2014) 65( n=60) Age range 3.2-11.8 | M 35.3 | ASD(n=46, 
Mnoth(n=6 | 73),Autistic 
4) Disorder(n 
=12,19%), 
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PDD- 


NOS(2 
Children), 
Another 
two 
children not 
reported 
25.Siddiqui(2014) 100 parents of FISC-MR Cross-sectional study 
MR developed by 
NIHMANS, 
Bangalore 
26.Lie et al.(2015) 136 M-12.35, SD 3.67 
Not stated | Autistic 
Disorder(n 
=43), 
27.Quilendrino et | Phrase one - | M=39.39 Not stated | ASD Quantitative survey 
al.(2015) Focus group 
discussion(n=10 , 
7 male and 3 
female),Phrase 2- 
Survey(n=41, 35 
male , 6 female) 
28.Cong and_ Kua | 10 6-9 years M 72+ | ASD 
(2016) Years 
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29.Mllias et al.(2016) 10 5-23(M=11 Years) M=2 Years, | ASD 
11 month 
30.Sia & Tan(2016) Not stated Not stated Not stated | ASD 


31.Sakkalau, Sakki, 
O’ Reailly, Salt & 
Dale (2017) 


90 parents of VI( 
Respondents=79, 
Non - 
Respondents=1 1) 


Children’s 
Median age 13.38 


Vision level at 
T1=21 


Not stated 


NDS-10 point, 
PSI- SHORT 
FORM, HADS 


Survey Method with the 


help of Intervention 
program and 
questionnaire 


Hierarchical regression 
analysis showed 
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2.5.4: Results Of The Systematic Review 


The results of the systematic review on the predictors of parental stress in the parents 


of children with of disabilities are discussed below: 
2.5.4.1: Description Of Studies Reviewed In This Article 


A total of 31 studies were finally selected for conducting this systematic review. Out 
of these 31 studies, 19 had quantitative designs, 5 were qualitative, and seven were 
mixed-method. Out of the 19 quantitative studies however, only one (Lai et al., 
2015) was selected as an active control group (i.e., parents of children with typical 
development) for mean comparison across the studies. The resulting search found 
relevant 21 studies to be investigated in only seven of the total,7 SEA countries 
(Brunei, Indonesia, Malaysia, Singapore, Thailand, Vietnam). Another 2 studies 
from Soudi Arab, 3 from Europe, 5 from India, and 2 from USA. It would however 
be inaccurate to infer that South East Asian countries that were not yielded in this 
search have a lower awareness of disability. This lack of identified articles in five 
SEA countries may be mainly due to the several reasons. Lack of Governmental 
support, especially funding may have played a role in the lack of published research 


in those countries. 


Across the studies, the total sample consisted of 2,350 participants, whereby 1,080 
were mothers and 970 were fathers. Note that few studies eg. Vetrayan et al.(2013) 
and Roffeei et al.(2015) did not clearly report the sampled number of fathers and 
mothers in their studies. Parents in the reviewed studies had at least one child who 
was diagnosed with disability. The cumulative age range of these children across all 
studies was 0-20 years. One of the important limitations of those selected literature 
is that some studies failed to report the age of the child who was diagnosed with 
disabilities. Most of the studies utilised either DSM-5 or the DSM-IV-TR( American 
Psychiatric Association, 2000) for measuring the autism symptoms in the differently 


abled children. 
2.5.4.2: Parenting Stress And Other Related Variables 


Siddiqui (2014) rightly claimed that no single factor affects the stress level of the 


parents with differently abled children. It can be assumed that several independent 
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variables such as age of the child, gender of the child, level of impairments, parents’ 
educational level, family types, presence of siblings, occupation of the parents, and 
their age, marital status etc. were recognised as predictors of stress among the 
parents with differently abled children.It is noted that during the search process of 
the reviewed literature, parenting stress in parents of children with disabilities was 
not always examined using the term “parenting stress” per se. As the status 
disability or handicap has been recognised by different criteria in different countries, 
so other related variables were also investigated suggesting an idea for different 
mechanisms that interact with the manifestations of stress among parents with 
differently abled children (e.g., resilience, psychological distress, etc.). As found in 
the literature, some studies (Nikmat et al., 2008; Yeo and Lu, 2012; Xue et al., 
2014; Lai et al., 2015) assessed ‘Stress’ by means of objective measures (e.g., 
Parenting Stress Index, Abidin, 1992; Parental Stress Scale, Berry and Jones, 1995; 
The Questionnaire on Resources and Stress— Friedrich Short Form, Friedrich et al., 
1983). On the other hand, some studies (Liwag, 1989; Foronda, 2000) determined 
levels of parenting stress via interviews or by calculating an index using a self- 
prepared scale (Moh and Magiati, 2012). Some studies did not overlooked 


qualitative approach to analyse the findings. 


It was also found that a great number of studies investigated parenting stress as the 
main variable (e.g., Liwag, 1989; Foronda, 2000; Nikmat et al., 2008; Moh and 
Magiati, 2012; Yeo and Lu, 2012; Athari et al., 2013; Xue et al., 2014; Lai et al., 
2015). The level of psychological well-being or distress among parents of children 
with autism was recognised as important additional variables in several studies 
(e.g., Nikmat et al., 2008; Yeo and Lu, 2012; Lai et al., 2015; Rejani and Ting, 
2015). Most of the studies adopted quantitative approach such as application of a 
reliable scale ( eg. Depression, Anxiety and Stress Scale (DASS; Lovibond and 
Lovibond, 1995), and the General Health Questionnaire (GHQ-28; Goldberg, 
1978).Most of the stress scales utilised in those studies even covered the aspects of 
depression. A study conducted by Charnsil and Bathia (2010) were included in this 
systematic review, as their findings on depressive symptoms among parents of 
children with autism highlighted several factors that might also be associated with 


parenting stress. 
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Several additional variables were also included in those studies in relation to 
parenting stress among the parents with differently children. Some studies claimed 
that parental satisfaction is a significant predictor for such parents, especially for the 
parents raising children with autism (Moh and Magiati, 2012). Few studies 
highlighted other sources of stress such as resilience (Santoso et al., 2015), quality 
of life (Sian and Tan, 2012; Wisessathorn et al., 2013; Siah and Tan, 2015, 2016), 
and hopelessness (Vetrayan et al., 2013), and family functioning (Tait and Mundia, 
2012; Xue et al., 2014). These variables were not identical to the concept of 
parenting stress. These were included in this systematic review with a view to 
enhancing a holistic understanding of the stress experienced by parents of children 
with disability. 

Remarkably, more than half of the total reviewed studies mentioned here were 
concerned with both stress and coping strategies in order to minimise the stress 
levels of the parents with differently anled children. Some studies exclusively 
investigated both sources of stress and coping mechanism or coping strategies 
among parents of children with autism (Liwag, 1989; Foronda, 2000; Ting and 
Chuah, 2010; Callos, 2012; Sian and Tan, 2012; Resurreccion, 2013; Wahyuni, 
2013; Wisessathorn et al., 2013; Foo et al., 2014; Xue et al., 2014; Lai et al., 
2015; Quilendrino et al., 2015; Roffeei et al., 2015; Santoso et al., 2015; Siah and 
Tan, 2015, 2016; Chong and Kua, 2016; Ilias et al., 2016). Kumari & Kaur (2010) 
argued that most of the parents of children with intellectual disability occupied 
stress. For them physical and mental stress were significantly correlated and gender 
differences in stress experienced occur only in the mental area. They have higher 
mental stress score as compared to physical stress. The current systematic review 
mainly focuses on the sources of stress in the parents with differently abled children, 
especially parents raising differently abled children. The other aspects of those 
selected studies such as coping strategies of the parents with differently abled 
children was neglected here as those concepts will be justified further in another 


review. 


2.5.4.3: Factors / Variables Affecting Parenting Stress In The Parents With 
Differently Abled Children 
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The result of the systematic review identified so many factors that played a 
prominent role in parenting stress among the parents with differently abled children, 
specially visual impairment, hearing impairment, intellectual disability and autism. 
Particularly, these six factors were considered as the predictors variables: (i) social 
support, (11) severity of disability symptoms, (iii) financial difficulty, (iv) parents’ 
understanding and perception toward disability, (v) parents' anxiety and worries 
about their child's future, and (vi) religious belief of the parents. This systematic 
review also interpreted the functions of the predictors of stress along with their 


nature so that the readers can easily correlate it to the main topic. 
2.5.4.3.1: Social Support 


Across the studies, social support was found to be a highly effective coping strategy. 
A great number of studies frequently reported that lack of social support was 
responsible for parenting stress, especially for the mothers of the children with 
disabilities (Liwag, 1989; Foronda, 2000; Weiss, 2002; Miyahara & Cratty, 2004; 
Miyahara & Piek, 2006; Ting and Chuah, 2010; Callos, 2012; Moh and Magiati, 
2012; Yeo and Lu, 2012; Wahyuni, 2013; Foo et al., 2014; Ha et al., 2014; Xue et al., 
2014; Roffeei et al., 2015; Santoso et al., 2015; Chong and Kua, 2016). The parents 
of the differently abled children may face uncertain developmental trajectories of 


their children and it make them socially isolated. 


Across the studies, it was found that social support was attained from multiple 
sources including support from the immediate family, schools, families of other 
children with disabilities, professionals, as well as from extended family members 
(cf. Foronda, 2000; Xue et al., 2014; Santoso et al., 2015; Chong and Kua, 2016). 
Contradictory result was discovered with reference to support drawn from external 
family members. For example, unlike the research by Xue et al. (2014), the research 
by Foronda (2000) showed that parents drew less social support from extended 
family members, specifically, spouses' relatives (in-laws). A great number of studies 
claimed that spousal relationship itself was found to be an important source of social 
support (Foronda, 2000; Foo et al., 2014; Santoso et al., 2015; Chong and Kua, 
2016). It was found that isolation from the society, degree of impairment in the 
children, socio economic level, attitude of the parents etc played a significant role 


affecting the levels of stress in the parents of the children with intellectual disability. 
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A comparative study among parents of children with/ without intellectual disability 
showed that mothers of intellectual disability experienced were experienced higher 
level of stress due to caring, training, personal independence of the child, and doing 
child’s task (Bayat, Salehi,Bozorgnezhad & Asghari, 2011). Peshawaria, Venkatesan 
& Menon (1988) showed that parents predominantly seek help for reducing problems 
of disobedience (15.8%) in their children with intellectual disability. The least 
perceived behaviour problem was identified in the sexual area (0.9%). With 
reference to the nature of family (nuclear as well as non-nuclear), parents from both 
families perceived "disobedience" as the major behaviour problem in their children 
with intellectual disability. With respect to the area of residence, the study found that 
parents from urban set-up experienced more behaviour problems related to 
"disobedience" (17.1% ), vis-a-vis, parents from rural set up experienced greater 
frequency of "physical harm towards others". Pipp-Siegel,Sedey,& Itano(2002) 
argued that high level of stress were originated from insecure attachment and 
childhood behavior problems. In comparison to fathers, mothers of the differently 
abled children , who experienced daily hassles were reported more stress rather. 
Predictors such as monthly income, time available for interaction with the differently 
abled child and social support were much closely related to parenting stress rather 
than different aspects of child functioning ( Smith, Oliver & Innocenti, 2001). Some 
scholar in the field of disability study argued that for both mothers and fathers, 
greater marital quality predicted lower parenting stress and fewer depressive 
symptoms. Socio-economic status of the family, child characteristics and social 
support were also three vital predictors of stress among them (Hauser-Cram, Hedvat, 
Kersh, & Warfield, 2006). For fathers of the children with disability, greater social 
support predicted increased parenting efficacy. Child behavior was also reported a 
significant predictor of parental well-being for both mothers and fathers. Upadhyay 
& Havalappanavar (2007) viewed that highest stress came from lack of support of 


the spouse. 


Another noteworthy finding highlighted the role of support from the professionals 
to minimize the mental health problems of the parents raising children with 
disabilities (Liwag, 1989; Foronda, 2000; Rahman et al., 2012; Resurreccion, 
2013; Xue et al., 2014; Santoso et al., 2015; Chong and Kua, 2016). A study 


conducted in Singapore found that higher level of stress among the children with 
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autism were concerned with a higher number of professionals consulted as well as a 
lower perceived collaboration between parent and professionals. Additional 
predictors of stress encapsulated the these factors: collaboration with professionals, 
the perceived helpfulness of the information provided and level of parental 
satisfaction.(Moh and Magiati, 2012). This findings were similar to another study 
conducted in Malaysia, that showed that informational support (i.e., professionals) 
and emotional support (i.e., family, friends, etc.) were the two important predictors of 
parental stress among the parents with autism children (Roffeei et al., 2015). The 
excessive use of social media including online communities (Facebook, Whatsapp, 
and LinkedIn ) were also reported a significant predictors of stress , especially in the 
urban areas as they hampered the normal life as well as cut off enough time in 
rearing a child with disability (Sian and Tan, 2012). A study reported that parents 
with a higher level of intrinsic motivation to participate in supportive groups 
developed social relationships (Sian and Tan, 2012). 

A great number of studies other than 31 ( See Table 2.1) showed that a differently 
abled children may feel difficulties with daily routines at home and school as well 
occupies lower self-esteem of the disability domain, such as physical, cognitive, or 
behavioural domain. As a consequence, such type of parents are prone to different 
levels of stress including fatigue, anxiety, depression, and somatic complaints (e.g., 
Boyd, 2002). Such potentially harmful effects of psychological stress can be buffered 
by so many factors , including social support (Thoits, 1986), coping strategies 
(Cohen & Lazarus, 1979) and psychological hardiness (Kobasa, 1979). A study 
claimed that Social support lead to a sense of belonging, reassurance, and access to 
resources, all of which may directly solve problems or modify the perceptions of 
stressful events (Thoits, 1986). Coping can control the behavior of those parents in 
order to manage taxing and overwhelming demands (Lazarus & Folkman, 1984). 
Psychological stress of the parents can be managed by improving social 
relationships, adapting thoughts and behaviours, and personal dispositions. 
Retrospectively speaking, social supports act as a panacea for all stressful events 
that children with disabilities and their families experience. A study conducted by 
Kitagawa, Nanakita, and Imashioya (1995) showed that mothers of children with 
developmental disabilities often perceived helpful offers of support as burdensome 
and it increased their stress level. Another study showed that people under chronic 


stress may tend to conserve their resources which are required to receive social 


189 


support (Armstrong, Birnie Lefcovitch, & Ungar, 2005). Problems may also be 
originated while accepting support. Some parents with differently abled children may 
feel humiliated especially if they are unable to reciprocate. Other parents may think 
they could be stigmatised if the acceptance of support implies social categorisation 
and labelling. Thomson (1995) rightly remarked that it is a challenge task to 
comprehend how social supports might be offered without negative reactions from 


the recipients. 


The children may have difficulties with daily routines at home and school, lower 
self-esteem of the disability domain,such as physical, cognitive, or behavioural 
domain, and social isolation (Miyahara & Cratty, 2004; Miyahara & Piek, 2006). 
The parents may be concerned about the uncertain developmental trajectories of 


their children, the differences from the other families, and social isolation 
2.5.4.3.2: Severity Of The Disability Symptoms 


Instead of social support, severity of the disability symptoms among the children 
also controls parental stress and anxiety. In a study, Hintermair(2006) showed that 
predictors affecting parental stress were included: time of diagnosis, cochlear 
implant, mode of communication, age of the child, hearing status of the parents, 
cause of deafness, specific competence, communicative competence, and stress 
experience. A great number of studies also pointed out that severity of autism 
symptoms increased parenting stress in parents of children with autism (Liwag, 
1989; Foronda, 2000; Nikmat et al., 2008; Charnsil and Bathia, 2010; Yeo and Lu, 
2012; Athari et al., 2013; Wisessathorn et al., 2013; Lai et al., 2015; Ilias et al., 
2016). A comparative study between parents of children with typical development 
and parents of children with autism found that parents of children with autism (who 
were found to have a greater experience of difficult child behavior) experienced 
higher levels of parenting stress (Lai et al., 2015). In addition, the perception of 
autism severity (specifically, mother's perception) was found to be a cross-cultural 
factor (in Malaysia and China) that significantly focused on parenting stress. In 
contrary to this, a study conducted by Moh and Magiati (2012) did not find autism 
symptom severity to be associated with a retrospective rating of parenting stress in 


relation to the diagnostic process. 
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Parental quality of life was found to be negatively associated with related variables 
of parenting stress among the parents with differently abled children, especially 
autism (Wisessathorn et al., 2013). Similarly, severity of autism symptoms in a Thai 
sample was reported higher among children with caregivers who were clinically 
depressed. In contrary to this, autism symptoms did not predict depressive disorders 
among the caregivers (Charnsil and Bathia, 2010). Xue et al. (2014) reported that 
parents were occasionally challenged with aggressive and self-injurious behaviours 
that are typically stereotyped with children with autism. Such type of parents 
observed these behaviors to have only little interference with their lives, although 
this group of parents reported low levels of stress, contradictory to the typical 
findings on parenting stress among parents of children with autism. Sakkalau, Sakki, 
O’ Reailly, Salt & Dale (2017) pointed out that mothers of 1-year-old infants with 
visual impairment showed raised risk for parenting stress. It continued to be elevated 
for children with PVI and those perceived as ‘difficult’ at 2 years. This contributed to 


anxiety and depression in those mothers. 
2.5.4.3.3: Financial Difficulty 


A great number of studies reported financial difficulty as one of the significant 
predictors of parenting stress among parents of children with disabilities, especially 
autism (Liwag, 1989; Foronda, 2000; Rahman et al., 2012; Tait and Mundia, 
2012; Yeo and Lu, 2012; Athari et al., 2013; Vetrayan et al., 2013; Wahyuni, 
2013; Ha et al., 2014; Quilendrino et al., 2015). A statistically significant relationship 
was found between financial income, and levels of parenting stress and depression 
(Athari et al., 2013) as well as levels of hopelessness (Vetrayan et al., 2013) among 
the parents of children with autism. A scholar demanded that financial income was 
negatively correlated with severity of autism symptoms as well as with mediated the 
positive relationship between parenting stress and severity of disability symptoms, 
especially autism (Athari et al., 2013). It was found that child characteristics as well 
as the family's crisis meeting resources were significant predictors of various forms 
of stress among the parents with differently abled children, especially autism. In a 
comparative study, Yeo and Lu (2012) claimed that father's income/treatment costs 
contributed 15% of the variance in psychological distress for Malaysian mothers 


compared to only 3% for Chinese mothers. Treatment cost was considered to be an 
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important predictor contributing to the difficulties and distress especially among 


Malaysian mothers. 
2.5.4.3.4: Parents' Perception And Understanding Toward Disability 


Across the studies, parents’ perception as well as understanding toward disability was 
also found to be significant predictors of parental stress among the parents with 
differently abled children. A great number of studies mentioned that sense of 
coherence (Siah and Tan, 2015, 2016), cognitive reframing (Siah and Tan, 2016), and 
adaptability (Wahyuni, 2013; Ilias et al., 2016), positive beliefs/optimism (Foronda, 
2000; Callos, 2012; Wisessathorn et al., 2013; Chong and Kua, 2016), emotional 
acceptance and understanding (Liwag, 1989; Wahyuni, 2013; Xue et al. 
2014; Chong and Kua, 2016; Ilias et al., 2016) etc. were the useful coping 
mechanisms for reducing parenting stress among the parents with differently abled 
children. A case study reported that negative perceptions of the child's diagnosis 
could be perceived as a predictor of stress (Rahman et al., 2012). Fathers who were 
diagnosed with depression had been reported to engage in substance abuse (i.e., 
alcoholism). They perceived the autism diagnoses in their differently abled children 
as a result of him being “cursed” for his previous bad behaviour. This findings 
contradicted to another study by Quilendrino et al. (2015), in which parents 
disagreed with cultural myths and beliefs about autism that recognized autism not as 
a result of a curse or parental sin. In comparison to fathers, mothers of the children 
with disabilities were commonly exposed to culturally transmitted fears and 
concerns. They recognized disability as a result of their disorder in life (e.g., karma 
or spirit possession). Some mothers of the children with autism experienced stigma 


after diagnosing the birth of a children with disability (Ilias et al., 2016). 
2.5.4.3.5: Parents' Worries About Their Child's Future 


Across the studies (via qualitative interviews or an open-ended sentence completion 
task) , it was found that parents of the children with autism worried with respect to 
the future of their differently abled children ( cf. Liwag, 1989; Foronda, 2000; Tait 
and Mundia, 2012; Ha et al., 2014; Quilendrino et al., 2015; Ilias et al., 2016). The 
parents’ anxieties were exclusively concerned with other factors also : the child's 


schooling and future secondary and/or higher education ( cf. Tait and Mundia, 
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2012; Ilias et al., 2016), job and career prospects (cf. Ilias et al., 2016), and worries 
over finding care for their children in their older age (cf. Quilendrino et al., 2015). A 
study also noted that thoughts of their child's future motivated mothers raising 
children with autism to be resilient when they were optimistic about their differently 


abled children’s future (cf. Santoso et al., 2015). 
2.5.4.3.6: Religious Belief 


Across the studies, it was found that several parents of the children with autism 
additionally reported religious beliefs as a useful coping mechanism. It helped them 
to accept and raise their child (e.g., Ting and Chuah, 2010; Tait and Mundia, 
2012; Resurreccion, 2013; Wahyuni, 2013; Santoso et al., 2015; Chong and Kua, 
2016; Ilias et al., 2016). Some parents accepted their child as a gift from God 
(e.g., Ting and Chuah, 2010; Tait and Mundia, 2012). Other studies reported that 
parents of the children with autism found comfort through prayer or through church 
involvement (e.g., Wahyuni, 2013; Santoso et al., 2015; Ilias et al., 2016). Another 
two studies reported that such type of parents enjoyed peace by reading holy books 
(e.g., Resurreccion, 2013; Ilias et al., 2016). 


2.5.6: Discussion On The Results 


The discussion on the results provided a comparative view across the 31 studies that 
were included in this systematic review, reporting four factors as significant 
predictors of stress among the parents with differently abled children: social support, 
severity of disability symptoms, financial difficulty, and parents' perception and 
understanding toward disability. Another two predictors of parental stress were also 
found to be significant, though to a lesser extent: parents' anxiety and worries about 
their child's future, and religious belief. The finding of these six predictors of stress 
were categorized in this systematic review as either a source of parenting stress or as 
a coping mechanism. It may be noted that findings of this review were mostly 
concerned with Western context, particularly with respect to social support, severity 
of disability symptoms, and financial troubles (e.g., Herring et al., 2006; Ekas et al., 
2010; Ingersoll and Hambrick, 2011; Lovell et al., 2012; Mackintosh et al., 
2012; Estes et al., 2013; Weiss et al., 2013; Rivard et al., 2014; Vohra et al., 
2014; Zablotsky et al., 2014; Thomas et al., 2016). This review also accounted for 
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cultural variations between Western and Asian samples. In comparison to Western 
context, studies conducted in Asian region were manifested by poor policy and lack 
of economic support for parents of children with mental health as well as special 
needs (cf. Foronda, 2000; Ting and Chuah, 2010; Tait and Mundia, 2012; Foo et al., 
2014; Ha et al., 2014; Ilias et al., 2016). In addition, stigma and discrimination 
toward disability were relatively more prevalent in studies conducted in Asian 
countries rather than studies conducted in Western countries (e.g., Ting and Chuah, 
2010; Rahman et al., 2012; Ha et al., 2014; Ilias et al., 2016). Furthermore, parents of 
the differently abled children, who occupied lower educational and socioeconomic 
statuses may be further disadvantaged. With respect to parents of the children with 
autism, it was found that they gradually experienced more additional symptoms 
stress due to their children of autism (e.g., Moh and Magiati, 2012) and faced greater 
risk of stress (cf, Athari et al., 2013), depression (cf, Charnsil and Bathia, 
2010; Athari et al., 2013), and hopelessness ( cf. Vetrayan et al., 2013). Parents from 
lower socio-educational background experienced a warning scenario of stress due to 
the impact of their children with disabilities (Moh and Magiati, 2012). Mothers with 
young differently abled children occupied higher level of stress as well as depression 
as compared to the mother with older differently abled children. Moreover, the stress 
level was very high in the mothers belong to low income group rather than high 
income group (Sugandhi, 2007). Studies conducted in Western context pointed out 
that nature of impairment of the children, temperament, responsiveness repetitive 
behavioural problems and care-giving demands were significantly associated with 
the higher levels of stress of the mothers. Single parents having differently abled 
children occupied more stress but there was no statistically significant difference 
between amount of stress reported by mothers of boys and girls. No significant 


difference between child's age and stress was found (Backman,1983). 


This systematic review also pointed out the impact of social support on parents of 
children with visual impairment, intellectual disability, hearing impairment and 
autism. It is noted that social support may come from various sources such as spouse, 
immediate family, external family, other families of children with disabilities, 
schools, professionals, and online. With reference to external family members, 
contradictory results was also found due to the quality of the already existing 


relationship between the parents and external family members (Foronda, 2000; Yeo 
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and Lu, 2012). If spousal relationship was unhealthy or violent, it may affect on the 
stress levels of the parents raising children with disabilities (cf. Foronda, 2000; Yeo 


and Lu, 2012) 


Majority of the reviewed studies claimed that social support was a significant coping 
strategy for parents raising differently abled children, although a study found no 
statistically significant relationship between social support and parenting stress in 
parents of the children with autism (Nikmat et al., 2008). This study utilised 
Provision Social Relation (PSR; Turner et al., 1983) as a research tool for measuring 
social support of those parents. Other quantitative as well as qualitative studies 
rejected this findings and recognised social support as a significant predictor of 
parenting stress for those parents (Moh and Magiati, 2012; Yeo and Lu, 2012; Xue et 
al., 2014; Liwag, 1989; Foronda, 2000; Wahyuni, 2013; Foo et al., 2014; Santoso et 
al., 2015; Chong and Kua, 2016). This interpretation in regards to social support and 
their important sources is merely based on the findings of this systematic review. 
Further studies need to conducted based on mixed-method ( eg. Ilias et al., 2015) to 
justify the accuracy of these findings. 


With reference to quality of social support, most of the studies reviewed here 
interpreted it from an informational perspective (Roffeei et al., 2015). Lower 
perceived collaboration with a professional increased the stress levels of the parents 
raising children with disabilities, especially autism (Moh and Magiati, 2012), vis-a- 
vis, professional help was found to be effective in minimising the suicidal tendency 
of such parents as revealed in a study (Rahman et al., 2012). Cultural variation was 
also reported a dominating factor while assessing parental stress in those parents. 
Lack of quality support services with reference to assessment, diagnosis, intervention 
services, and government provisions was found in developing countries (e.g., Ting 


and Chuah, 2010; Tait and Mundia, 2012; Ha et al., 2014). 


With reference to financial difficulties, it was found that fathers of the children with 
disabilities experienced more stress due to the impact of financial difficulties in 
comparison to mothers (e.g., Pisula, 2011). Liwag (1989) established that financial 
difficulties as a source of stress was more prevalent with fathers of the children with 
autism in Asian samples. As most of the studies reviewed here did not focus on 


gender differences between fathers and mothers of the children with disabilities with 
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respect to their financial difficulties in the family (Foronda, 2000; Yeo and Lu, 
2012; Athari et al., 2013; Wahyuni, 2013; Tait and Mundia, 2012; Vetrayan et al., 


2013), it is expected that further researcher will be conducted in this area. 


This systematic review was also able to identify some possible trends with reference 
to gender differences in parenting stress in the parents of the children with 
disabilities. In an early study, mothers of the children with autism were found to 
express worries about the future of the differently abled children ( if they were not 
alive to care for the child) ; vis-a-vis, fathers of the children with autism expressed 
fears that their children will never be ‘normal’. They were also occupied anxiety that 
their differently abled children would always be dependent and that the family might 
not be able to meet the their children’s needs (Liwag, 1989). In comparison to 
previous studies, recent studies claimed that resurrection was associated with 
mothers of the differently abled children, especially autism to highlight the 
importance of “parental involvement’ and caregiver responsibilities in her child's 
development (by Foronda (2000). On the other hand, fathers were found to bear the 
responsibility of meeting the educational, health, and financial needs of the children 
as well as of the family (e.g., Liwag, 1989). It is important to note that although 
‘stress’ is a sub-component of psychological distress, it is compounded with other 
variables such as depression and anxiety in the parents with differently abled 
children. In parallel to this, quantitative studies established the fact that mothers' of 
the differently abled children occupied higher rates of psychological distress despite 
an absence of gender differences (Nikmat et al., 2008). 


Moreover, a great number of studies (Rahman et al., 2012; Ha et al., 2014; Ilias et 
al., 2016) claimed that cultural beliefs of the society such as karma, parental sins, 
curses perceives the diagnosis of autism, which is less commonly found in studies 
conducted in a Western context. Rahman et al. (2012) demanded that parents who are 
persuaded by such beliefs might adopt an external locus of control. They felt helpless 
and adopt maladaptive methods (e.g., substance abuse) to cope with the stress. In 
addition, parents of the autism children adopted a positive perception and 
understanding toward autism (e.g., adaptability, emotional acceptance, positive 
belief, sense of coherence) and hence, effectively coped with the obstacles associated 


with the disabilities of their children (Liwag, 1989; Foronda, 2000; Wahyuni, 
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2013; Xue et al., 2014; Quilendrino et al., 2015; Siah and Tan, 2015, 2016; Chong 
and Kua, 2016; Ilias et al., 2016). It may be interpreted that the South-East Asian 
society is beginning to move away from cultural beliefs of parental sins or curses in 


the etiological understanding of the autism diagnosis. 
2.5.7: Delimitations Of The Systematic Review 


The following delimitations may be found in this systematic review: 

1.The findings were restricted to the studies that were included in this systematic 
review. Although the data base searching covered 300 studies, finally only 31 
studies related to parenting stress among the parents of children with four types of 
disabilities ( eg. visual impairment , hearing impairment, intellectual disability and 
autism ) were included in the systematic review that were mostly conducted in the 


Asian and Western region. 


2. The delimitation might be concerned with the selection bias. This systematic 
review only highlighted few selected variables. Other variables may be associated 


with the same problem, that were not adopted in the inclusive criteria of the review. 


3. Other delimitation might be arisen with reference to face value of the systematic 
review. This review was underrepresented by Asian and South East Asian countries 
(eg.Cambodia, East Timor, Laos, and Myanmar) where low-income and lower 
ratings in the Human Developmental Index ( as per the guideline of the United 


Nations Development Programme, 2013) were a great challange. 


4. All studies included in this systematic review were online articles and all were 
published in English language. The search strategy included only one language i.e. 
English . So publication bias might be a significant problem if any leading article 


published in local languages were overlooked. 


5. Gender bias in the reported findings might be arisen as this systematic review is 
characterised by overrepresentation of mothers or underrepresentation of fathers of 
the differently abled children. The overrepresentation of mothers had been occurred 
in Western samples (e.g., Bitsika et al., 2013; Braunstein et al., 2013; Hayes and 
Watson, 2013; Ooi et al., 2016). 
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6. Another problem is that most of the studies included in this review were 


associated with the parents of the children with autism. 


7. Few studies included in this review did not also clearly mention the age at which 
the children were diagnosed with disabilities. In some studies, parents of the 
differently abled children would have received an earlier diagnosis, whereas other 
children might have only just been diagnosed relative to the time at which the 
respective study was conducted. As such, if this factor was instead maintained as a 
control variable, it would have allowed for a more accurate examination of parenting 


stress among parents of children with disabilities. 


8. Further, most of the studies included here adopted purposeful and convenience 
sampling techniques for collecting data. One study dealt with case study method. It 
contributed to more resilient parents who were more likely to volunteer and 
participate (e.g., Tait and Mundia, 2012; Wisessathorn et al., 2013; Xue et al., 
2014; Chong and Kua, 2016; Ilias et al., 2016). The sampling techniques could have 
contributed to a biased sample in which more parents were drawn from middle to 
higher socioeconomic backgrounds who had access to intervention services 
(cf, Liwag, 1989; Sian and Tan, 2012; Ha et al., 2014; Xue et al., 2014; Santoso et 
al., 2015; Siah and Tan, 2016). 


2.5.8: Conclusion And Suggestions For Further Reviews 


To conclude, this systematic review focused on significant six predictors of 
parenting stress in parents of children with disability. These were social support, 
severity of disability symptoms, financial difficulty, parents' perception and 
understanding toward disability, parents' anxiety and worries about their child's 
future, and religious belief of the parents. Most of these predictors of parenting stress 
were associated with Western context. Cross-cultural differences with reference to 
the impact of development and implementation of policy, economical and 
professional support services were found in this systematic review. Therefore, the 


following suggestions were given for conducting further reviews: 


1.Further reviews should be conducted by using Meta-analystic approach in order to 
identify the impact of various predictors of parenting stress in the parents of the 


children with disabilities. 
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2.Further reviews need to be conducted in order to identify the cross-cultural 
variations more accurately with reference to parenting stress among the children 


with other types of disabilities in different regions. 
3.Future reviews are recommended to include multi-languages in the search process. 


4. This systematic review mainly dealt with cross-sectional studies. Further reviews 


should deal with longitudinal investigations. 


5. This systematic review highlighted only one study that utilised an active control 
group (Lai et al., 2015). So further reviews should be conducted based on 


experimental/quasi-experimental design components in the research problem. 


2.6: Traditional Review Of Literature For The Objective No. 4 & 5: To Study 
The Anxiety And Depressive Symptoms Of Parents With Disabled Children 


Srivastava (1990) carried out a study on frustration, aggression patterns of mothers 
of retarded children, administered on 50 mothers of educable mentally retarded 
children and 50 mothers of normal children. Subjects were in the age group of 24-25 
years, residing in the city of Kanpur, India. Result indicated that on direction of 
aggression, the mothers of educable mentally retarded children and mothers of 
normal children differed significantly as extra punitive (E) and in punitive (M) 
factors. Mothers of mentally retarded children scored significantly higher as (E) 
indicating that the direction of their aggression was turned against some person or 
thing in the environment, mothers of mentally retarded children were found to be 
significantly higher on obstacle dominance (0-D) and Ego-defense (E-D) factor. It is 
clear that their reaction was one which persistently sought out the barrier which 
occasioned the frustration and dominated by their ego needs. The mothers of normal 
children were found to be significantly different on (E) than the mothers of educable 
mentally retarded children; they were not found to be significantly different on (me). 
This clearly shows that the mothers of normal children aggressively deny that they 


are responsible for some offense with which they were charged. 
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Majumder, Pereira, & Fernandes (2005) conducted a study entitled ‘Stress and 
anxiety in Parents of mentally Retarded Chldren.’ in Institute of Psychiatry and 
Human Behaviour, Bambolim, Goa (India). The aim of the study is to find whether 
there exists a difference in the perceived stress between both the parents of mentally 
retarded children, (ii) to study whether these stresses occur more frequently in 
parents of mentally retarded children compared with those of normal children, and 
(iii) to find any correlation between the severity of perceived stressors and the 
anxiety state of these parents. The study sample, comprising 180 subjects, was 
categorized as: group A (60 parents of profound to moderately mentally retarded 
children), group B (60 parents of mild to borderline mentally retarded children) and 
group C (60 parents of children with normal intelligence), which served as the 
control group. Each parent was evaluated using the Family Interview for Stress and 
Coping (FISC) in Mental Retardation, and the Hamilton Anxiety Rating Scale 
(HARS). The study found that parents in group A had a significantly higher 
frequency of stressors and level of anxiety as compared to those in groups B and C. 


A positive correlation was found between the level anxiety and stressor. 


Azee, Dogar ,Shah, Cheema et all (2013) conducted a cross-sectional study on 
‘Anxiety and Depression among Parents of Children with Intellectual Disability’ in 
Pakistan. The objective of the study was to assess the level of psychopathology i.e. 
anxiety, depression and both anxiety and depression together among parents of 
children with intellectual disability (ID). The sample was limited to 198 parents (99 
fathers/99 mothers) of 100 children with the diagnosis of ID. Informed consents were 
obtained. The parents were assessed for anxiety and depression using DSM IV 
criteria. The result showed that significantly high proportion of mothers (89%) had 
anxiety, depression, or both anxiety and depression together as compared to fathers 
(77%) (P-value<0.05). Among mothers, 35% met criteria for anxiety, 40% for 
depression and 13% for both anxiety and depression. Among fathers 42% had 
anxiety, 31% depression and 3% both anxiety and depression. There was a 
significant association between gender of parent and individual psychiatric diagnosis 
of anxiety, depression and anxiety and depression together (p-value <0.05). A 
significant association was also found between mother’s anxiety, depression or both 


and degree of ID of their children (p-value <0.05). 


200 


Bayat, Salehi, Bozorgnezhad and Asghari (2011) conducted a study entitled ‘The 
Comparison of Psychological Problems Between Parents of Intellectual Disabilities 
Children and Parents of Normal Children’ in Iran. The objective of the study was to 
compare the psychological problems between the parents of students studying in 
exceptional and normal primary schools of Arak grades Second to fifth. The sample 
was limited to 200 respondents only ( 100 parents with mentally retarded child and 
100 having normal children). That was selected by sample random sampling method. 
Of the total simple 100 subjects were mothers and the remaining 100 were fathers 
that are 50 mothers and 50 fathers of intellectual disabilities children on the other 
hand. The finding of the independent t-test showed that parents with intellectual 
disabilities children experienced more psychological problems as compared with 
those having normal children and their difference as regards hostility, Anxiety, 
obsessive compulsive, interpersonal senility, psychotics, summarisation and 
depression were significant and as regards phobic-and paranoid states, there were no 
significant differences between parents of the two groups. The findings of the 
dependent t-test for examining difference existed between mothers and fathers with 
intellectual disabilities children showed that mothers tolerated those problems more 
than fathers. That there existed a significant difference between fathers and mothers 
as regards hostility behavior, depression, summarization inter personality senility and 
anxiety and obsessive-compulsive and there was no significant difference between 
fathers and mothers of intellectual disabilities children as regards psychotics, phobic 


and paranoid states. 


2.7: A Meta-Synthetic Review To Explore Different Types Of Coping 
Mechanisms Utilized By The Parents Of Disabled Children (Objective 6) 


2.7.1: Introduction 


This Meta-synthetic Review of qualitative studies aimed at exploring different types 
of coping mechanism utilized by the parents with differently abled children. A 
comparison was also made ( See the ‘Discussion’ section ) between the findings of 
this Meta-synthetic Review and the findings related to other quantitative studies in 


the same phenomenon. To review the coping strategies of the parents with differently 
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abled children in more depth, Fishwick (2008) demanded that a Meta-synthetic 
approach would be quite beneficial in this field since it clarifies our understanding of 
the complex responses of parents who find themselves in this situation. Quantitative 
research in relation to coping strategies of the parents with differently abled children 
reported a number of ways of coping, for example appraisal focused, problem 
focused , emotional focused and occupation focused. Problem focused coping aimed 
at resolving the stressful events, whereas emotional focused coping utilizes to 
regulate the unpleasant emotions that arise during the event (Lazarus & Folkman, 
1985). Emotional coping mechanisms may include avoidance, questioning, denial, 
self-blame, and wishful thinking (Abery, 2006). In contrast, problem-focused coping 
mechanisms are efforts directed at solving or managing a problem that causes the 
distress, including gathering information, making decisions, performing task- 
oriented actions, planning, and resolving conflicts (Gupta & Singhal, 2004). Abery 
(2006) claimed that some parents with differently abled children adopted problem- 
solving strategies as a way to alter their response to the stressors such as focusing on 
the positive rather than the negative aspect of disability in their children. Other useful 
coping strategies mentioned in the literature were: positive reappraisal, seeking 
social support, and seeking spiritual and professional support are effective problem- 
solving strategies (Bingham, Correa, & Huber, 2012; Gupta & Singhal, 2004; Van 
Riper, 2007). In addition, a study demanded that effective coping strategies 
contributed to reappraising a stressor previously thought to be a threat, resulting in 
further effective coping to deal with the disability in their children (Ntoumanis, 
Edmunds, & Duda, 2009). At present, a trend has appeared in measuring parental 
functioning in families with a child with a disability (Cuskelly, Jobling, Chant, 
Bower and Hayes, 2002; Roach, Orsmond and Barrat, 1999). 


2.7.2: Rational Of Conducting A Meta-Synthetic Review 


1.Systematic reviews generally deals with quantitative approaches to reviewing the 
existing phenomena. Several scholars demanded that they may result in reductionist 
and/or standardized models that do not focus on individual variability or the 
influence of context (Culpepper and Gilbert, 1999; Forbes and Griffiths, 2002). 
Systematic Review of literature follows explicit protocol, addresses a pre-specified, 


highly focused question(s). They utilize explicit methods of searching including 
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descriptive summary or meta-analysis (where appropriate) to combine the findings 
across a range of studies (Egger, Smith and O’Rourke, 1995). They also appraise the 
studies to determine their scientific quality. However applying these techniques and 
parameters in reviewing quantitative studies may raise more questions than solutions. 
Researchers provided certain alternative suggestions on how qualitative research 
could be reviewed. These suggestions include (1) treating the questions which guide 
the review as ‘a compass, rather than an anchor’ (Eakin and Mykhalovskiy, 2003). 
(ii) Taking an iterative approach which modifies the question in response to search 
results and findings from retrieved items. (iii) Review can be done until finishing the 
final report. In contrast, conventional systematic approach to reviewing the literature 
reviewes questions be precisely specified at the outset (Dixon-Woods, Bonas, Booth, 
Jones, Miller, Sutton et al., 2006). They select the studies within a specific period 
during which a review of quantitative studies is refined and shaped up in response to 


the initial findings of searches. 


2. A Meta-synthesis Review applies qualitative approaches to reviewing the existing 
phenomena. It has taken a number of different approaches while synthesizing the 
quality of qualitative research. Estabrooks, Field and Morse (1994) suggested that 
weak qualitative articles that don’t able to assess the variables or parameters of the 
study undertaken should be excluded from the review process. Campbell, Round, 
Pope, Britten, Pill, Morgan et al. (2003) argued that studies that did not meet their 
quality standards need to be excluded from the review. Attree (2004) followed 
grading system (while conducting a qualitative review) on a scale from A to D. He 
excluded the studies graded D, whilst papers graded C were used to provide 
supporting data. Finally studies graded A or B were selected to identify the main 


concepts used in the synthesis. 


3. In order to identify weak literature, the NHS Centre for Reviews and 
Dissemination (2001) proposed that ‘the process whereby conclusions are drawn 
from study findings are made as transparent as possible and that there are attempts to 
replicate conclusions’ offers a solution to the difficulties of appraising qualitative 
research. Sandelowski (1997) suggests that a good meta-synthesis hould focus on a 
synthesis of findings rather than simply a description of the analysis and findings of 


previous studies, and in doing so it should provide enough information for readers to 
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follow the decisions made. It is important to recognize that interpretive synthesis is a 
methodology distinct from systematic review, with distinct benefits, offering the 
potential for insight, vividness, illumination and reconceptualisation of research 


questions (Dixon-Woods, Bonas, Booth, Jones, Miller, Sutton et al., 2006). 
2.7.3: Objectives Of The Review 


The objectives of this Meta-synthetic Review were as follows: 

1. To appraise qualitative research with respect to coping mechanism of the parents 
with differently abled children 

2. To synthesize the existing literature on coping mechanism of the parents with 
differently abled children. 

3. To incorporate worldwide research on coping strategies of the parents raising 
differently abled children. 

4. To explore cultural differences among the existing literature on coping strategies 
of the parents raising differently abled children. 

5. To synthesize these findings with a view to identifying overarching themes 
associated with coping mechanisms and theory emerging in qualitative research in 
this phenomena. 

6. To compare the findings between this Meta-synthetic Review and the existing 
quantitative studies with respect to the coping mechanisms of the parents with 


differently abled children. 
2.7.4: Method of Review 
2.7.4.1: Inclusion Criteria 


The following criteria were maintained in order to include the studies: 

1. Online journal papers published in English version between 1998 and 2008 were 
only selected. It may be noted that dissertations, books, book chapters and reviews 
were excluded from this reviews. 

2. Empirical studies using qualitative research approach to explore copying strategies 
of the parents with four types of differently abled children (eg. visual impairment, 
hearing impairment, intellectual disability and autism). Professionals’ perspectives, 
research with other family members, and parent provider relationships were excluded 


from the review process. 
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3. Qualitative studying assessing a number of different accounts, rather than 
individual accounts (e.g. single case studies or single first person accounts) were 


included in this study. 
2.7.4.2: Search strategy 
2.7.4.2a: Primary Search 


1.A primary search was completed during August, 2016 using PRISMA search 
engine-20 version. Various prestigious online library such as PsychINFO, PubMed, 
Web of Knowledge (WOK), EMBASE, MEDLINE and CINAHL were utilized. 


2. For conducting primary search, the present Researcher used more than 10 terms 
such as ‘disability’, ‘child’. ‘children’, ‘parental experience,’ ‘visual impairment,’ ‘ 


“ 


hearing impairment’, ‘ intellectual disability’, ‘autism’ , coping strategy’, ‘coping 
mechanism’ , ‘copying styles’ etc. 


3. The primary searches consisted of 255 studies of which 60 were retrieved. 


Table 2.8: PRISMA Search ( Primary) 
Topic Key Words Results) Met 
Criteria 

Child with Visual Impairment; Parents’ Coping 26 3 

PRIMARY Strategy 

SEARCH Child with Visual Impairment; Parents’ Coping 17 4 
Styles 
Blind Child; Parenting Experience 17 5 
Child with Mental Retardation; Parents’ Coping 12 5 
Mechanism 
Child with MR; Parents’ Ways of Coping 26 6 
Children with ID; Parenting Stress and Coping 42 22 
Child with Hearing Impairment ; Parental Stress, 55 7 
Anxiety and Coping 
Child with Autism; Parenting Stress and Coping 26 6 
Pattern 
Children with Autism Spectrum Disorder; 34 2 
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Parents’ Experience 


Total 255 60 


2.7.4.2b: Secondary Search 


The secondary search dealt with 70 studies of which 37 were retrieved. The secondary 
search strategy consisted with more than 17 terms associated with the existing 


phenomena. 


Table 2.9: PRISMA Search (Secondary) 


Topic Key Words Results) Met 
Criteria 
SECONDARY | Child with Visual Impairment; Parents’ Coping 8 1 
SEARCH Child with Visual Impairment; Parental Stress and 6 3 
Coping 
Blind Child; Parenting Experience 2 0 
Children with Visual Impairment; Parents’ 6 1 
Coping Styles 
Children with Intellectual Disability; Parental 5 2 


Stress and Coping 


Child with Mental Retardation; Parental Stress 6 1 
Experience 

Children with Intellectual Disability; Parental 4 0 
Experience 

Child with Intellectual Disability; Parents’ Coping 12 3 
Strategy 

Child with Hearing Impairment ; Parents’ Coping 12 2 
Child with Hearing Loss; Parenting Stress and 3 1 
Coping Mechanism 

Children with Hearing Impairment; Caregivers; 4 1 
Coping 

Hearing Loss; Comparative Study; Ways of 5 2 
Coping 

Child with Autism; Parenting Stress and Coping 14 4 
Children with Autism Spectrum Disorder; 9 3 
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Parents; Coping Mechanism 

Autism; access; diagnosis; Coping 3 1 

Autism children; Parental Stress and Coping 27 5 

Mechanism 

Autism; Challenging behaviour 8 1 

Autism; Parenting Stress; symptoms severity and 4 2 

Ways of Coping 

Autism children; stress management Strategy 6 2 

Autism child; role of caregivers 4 0 

Autism; Parental Support Groups 6 2 
Total 154 37 


2.7.4.3: Strategy For Exclusion 
The following strategies were adopted for excluding the studies from the review: 
2.7.4.3a: Exclusion Stage 1 


Studies were excluded from this review after reading the title as well as abstracts that 
they did not fit the relevant themes. Thirty seven (37) relevant articles were obtained 


after the stage 1. 
2.7.4.3b: Exclusion Stage 2 


Intensive reading of the full texts revealed that most of the papers did not fit the 
inclusion criteria. A final total of 10 papers were found to meet all of the above 


criteria and were included in this Meta-synthesis review. 
2.7.4.4: Review Techniques For Synthesizing Relevant Studies 


In this Meta-synthesis Review process, two types of syntheses were utilized in order 
to summarize qualitative data: (i) Aggregative Syntheses and (ii) Interpretive 
Syntheses. This review attempted to provide an Interpretive Synthesis of findings. 
According to Dixon et al. (2004), Aggregative Syntheses focus on summarising data, 
either through a meta-analysis, or less formally through providing a descriptive 


account of the data. On the other hand, an interpretive synthesis is a vital part of 
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Grounded Theory Approach. It is associated with the development of concepts, as 
well as with the development and specification of theories that integrate these 
concepts or themes. Interpretative synthesis was accepted here as it identifies 
common concepts or themes. It also incorporates the identified concepts into a 
tentative theoretical structure. It is important to note that an interpretative synthesis 
of primary studies be grounded in the data reported, verifiable and plausible, with 


reflexivity being a paramount requirement. 
2.7.4.5: Consideration Of Quality Issues 


The selected studies were appraised using a reliable proforma for qualitative 
research. This proforma was developed by Critical Appraisal Skills Programme 
(CASP) Appraisal Tool (Cf. Public Health Resource Unit, 2006). A sample copy of 
this proforma was attached to Appendix —IV. Referring to Table 2.9, we can interpret 


the summarising process in which each qualitative study met the CASP criteria. 
2.7.4.6: Identifying Themes And Developing Preliminary Synthesis 


During the screening process, articles were identified according to their fixed 
objectives, themes, and any outcomes as well as implications for professionals. As 
per the guideline of Dixon et al. (2004) the identified concepts and themes were 
attributed to more inclusive overarching themes. The Researcher therefore 
highlighted an overview of the quality of the research reported in the identified 
studies. Referring to Table 2.8, we can interpret the key of quality issues 
transferability as follows: 

Key: Quality issues Transferability 

T = lack of Transparency in presentation of analysis 

S = Does not appear to be systematic analysis of data 

D = Does not appear to be grounded in data 

E = Some data appears to have been excluded 

Q = Quotes not identified 

C = Credibility issues not addressed 

X = Does not seem transferable to other settings 

I= Insufficient contextual detail to estimate transferability to another setting 


A=Transferability issues not explicitly addressed 
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Table 2.10: Different Qualitative Aspects Of The Studies Reviewed 


Author (Year) | Country | Conceptual Sample Sampling Procedure of | Coherent Reflexivity | Quality | Transfera 
Techniques Data Analysis Epistemological Issues bility 
Framework Position- 
Narrative 
Constructionist 
1.Ashencaen & | UAE Sociological 15 mothers. | Interviews over Not clearly Not clearly Awareness T No _ issues 
Crabtree explanations Ethnicity: Arab | ten months, some identified. identified. of impact S clearly 
(2007) unable to | Muslim. Social | participants of D highlighted. 
predict the | class not known. | revisited. researcher’ E 
research s different C 
questions cultural 
background 
, and the 
use of 
‘disability’. 
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Author (Year) | Country | Conceptual Sample Sampling Procedure of | Coherent Reflexivity | Quality | Transfera 
Techniques Data Analysis Epistemological Issues bility 
Framework Position- 
Narrative 
Constructionist 
2.Brett (2004) | UK Heidegger's 6 parents. | Interviews Van Manen | Not clear Triangulati | T xX 
(1962) notion | Ethnicity and (1984) 2 steps of on and 
of  'being-in- | social class not thematic discussion ? 
theworld'. known analysis of 
researcher 
bias. 
3.Fisher & | UK Mention of | 25 families | Interviews with | Not clearly | Enlightenment Clear about | C No issues 
Goodley model of | Ethnicity and | families, and | identified and modernism impact of 
(2007) disability (see | social class not | focus groups with participants 
Oliver 1996) known. medical and insight on 
social care researchers 
professionals engagemen 
(latter not t. 
reported ) 
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Author (Year) | Country | Conceptual Sample Sampling Procedure of | Coherent Reflexivity | Quality | Transfera 
Techniques Data Analysis Epistemological Issues bility 
Framework Position- 
Narrative 
Constructionist 
4.Hartley, Uganda Model of | 51parents/caregiv | 51parents/caregiv | Framework Not clear Triangulati | E No issues 
Okwang, coping ers (29 mothers, 7 | ers (29 mothers, 7 | approach on 
Baguwemu, (Lazarus & | fathers, siblings | fathers, siblings | (Ritchie & 
Ddamulira, Folkman, and 4 guardians) | and 4 guardians) | Spencer, 1994) 
Chavuta (2005) 1984; Burr & | (8 children with | (8 children with 


Klein, 1994) 


hearing 

impairment, 7 
visual, 12 
physical, 10 
mental (inc 


epilepsy) and 14 
multiple) 


hearing 

impairment, 7 
visual, 12 
physical, 10 
mental (inc 


epilepsy) and 14 
multiple) 
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Author (Year) | Country | Conceptual Sample Sampling Procedure of | Coherent Reflexivity | Quality | Transfera 
Techniques Data Analysis Epistemological Issues bility 
Framework Position- 
Narrative 
Constructionist 
4.Hartley, Uganda Model of | 51parents/caregiv | 51parents/caregiv | Framework Not clear Triangulati | E No issues 
Okwang, coping ers (29 mothers, 7 | ers (29 mothers, 7 | approach on 
Baguwemu, (Lazarus & | fathers, siblings | fathers, siblings | (Ritchie & 
Ddamulira, Folkman, and 4 guardians) | and 4 guardians) | Spencer, 1994) 
Chavuta (2005) 1984; Burr & | (8 children with | (8 children with 


Klein, 1994) 


hearing 

impairment, 7 
visual, 12 
physical, 10 
mental (inc 


epilepsy) and 14 
multiple) 


hearing 

impairment, 7 
visual, 12 
physical, 10 
mental (inc 


epilepsy) and 14 
multiple) 
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Author (Year) | Country | Conceptual Sample Sampling Procedure of | Coherent Reflexivity | Quality | Transfera 
Techniques Data Analysis Epistemological Issues bility 
Framework ve 
Position- 
Narrative 
Constructionist 
5.Kearney & | Australia | Olshansky’s 6 parents of Individual Van Manen's Not clear. Attempts No No issues 
Griffin (2001) (1962) chronic | children with interviews. phenomenologic made to issues 
SOIrOW developmental al reflection, ensure that 
es Il : : 
disability (2 i interpretation first 
. interviewed gs ; 
couples, 2 single and writing author's 
together : 
mothers). prior 
subsequently over seuatedia 
18 months. 
not 
Ethnicity and Clarification post influence 
social class not interview in some this piece 
of work. 


known. 


Cases. 
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6.Mackey & Australia | Not based 5 women living Semi-structured Heideggerian/ 
Goddard around in a rural individual interpretive 
(2006) particular Australian city. interviews phenomenology 
theory Ethnicity and 
social class not 
known. 
7. Mei-Ying Taiwan Not identified | 117 parents. Semi-structured Adapted from Not openly 
Chang & Ethnicity and interviews. Glaser and discussed 
LiLing Hsu social class not Strauss's GT 
(2007) known. approach and 
other works of 
content analysis 
8. Smith, et al. | UK 8 individual Semi structured | Interpretative 
(2006) parents, 2 couples interview Phenomenologic 
Ethnicity and al Analysis 


social class not 


known. 
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Author (Year) | Country | Conceptual Sample Sampling Procedure of | Coherent Reflexivity | Quality | Transfera 
Techniques Data Analysis Epistemological Issues bility 
Framework Position- 
Narrative 
Constructionist 
9.Taanila, Finland Parents of 8 | Interview Grounded Theory | Social No 
Syrala, children, aged — constant | constructivism issues 
kokkonen and 8-10 years, comparison 


Jarvelin (2002) 


with physical, 
intellectual, or 
both physical 
and 
intellectual 
disability. 
social classes 


inclusive of I- 


IV 


method 
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2.7.4.7: Findings Of The Review 
2.7.4.7a: Quality Issues 


A great number of quality dimensions was attributed to each study and therefore 
each study was rated according to its standard. The following issues were 
selected in order to check the quality dimensions: 

1.Whether theoretical perspectives and epistemological positions were offered, 
2.Whether reflexivity of the analysis was considered, 

3.Whether analysis was transparent, systematic and grounded in the data, 
4.Whether quotes were excluded or not identified, 

5. Whether credibility issues were addressed, 

6.Whether transferability to other settings was maintained, 

7.Whether there was enough contextual detail to make this judgement, and 


8. Whether studies were guided by objectives and proposed settings. 
2.7.4.7b: Conceptual Framework Of The Review 


Research gap was found with respect to conceptual framework of the selected 
studies. 

Specific psychological theories of coping mechanism were not properly 
developed in those articles. The following four studies did not mention a model 
or theory (Mackey and Goddard, 2006; Mei- 15 Ying Chang and Li-Ling Hsu, 
2007; Smith et al., 2006; Taanila et al., 2002). In one study ‘contemporary 
sociological model’ were developed in ‘discussions’ section but neither specific 
model nor references were given (Treloar, 2002). Studies conducted by Kearney 
and Griffin (2001) and Hartley et al. (2005) provided more specific links to 
Olshansky’s (1962) chronic sorrow model, and Lazarus and Folkman’s (1984) 
model of coping respectively. Burr and Klein’s (1984) model of coping strategy 
was also offered as a theoretical perspective in one study by Hartley et al. 


(2005). 
2.7.4.7c: Epistemological Position 


One of the significant quality dimensions proposed in this review was based on 


epistemological position. Most of the studies undertaken neglected this issue. 
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Taanila et al. (2002) utilized ‘Social Constructivism’ in that proposed 
conceptual framework. It focused on the moulding effect of the spoken 
language on the action of human beings. Fisher and Goodley (2007), on the 
other hand, utilized ‘linear narrative’ encouraging people to seek out expert help 


to ensure favourable outcomes in the future. 
2.7.4.7d: Reflexivity Of Reviewing Literature 


Reflexivity in qualitative studies were justified in the current Meta-synthesis 
reviews since it reveals the socially situated nature of research and thereby 
opening one’s position to critique. It helped the Researcher challenge 
understandings that would otherwise be presumed to be robustly correct. It 
allowed positions to be (re) developed in rational contexts through that openness 
and critique. Thus reflexivity of this review process revealed multiple 
interpretations that collectively provided a richer picture of how we might 
understand a phenomenon or behaviour. All studies selected here did not focus 
on ‘reflexivity’ and the process of interviewing and analysis, questioning the 
credibility of these findings. Reflexivity of this review process was achieved by 
employing several strategies such as triangulation. It tried to ensure that any 
prior contact of researchers with participants did not influence the research. 
Reflexivity of this review process also focused on the awareness of their cultural 


background as found in those studies. 
2.7.4.7e: Methods Of Analysis 


This Meta-synthesis Review also focused on the method of analysis. Several 
methods of analysis were highlighted with proper interpretations including 
Grounded Theory/constant comparison, Interpretative Phenomenological 
Analysis, Heideggerian Interpretative phenomenology, Van Manen’s 
phenomenological reflections and interpretations, and Ritchie and Spencer’s 
(1994) Framework Approach. Two studies conducted by Ashencaen Crabtree 
(2007) and Fisher and Goodley (2007) did not clearly highlight the method of 


analysis they adopted, indicating their lower order of qualitative dimension. 


2.7.4.7f: Transparency And Systematic Analysis Of Data 
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Among the nine qualitative studies as mentioned in Table 2.8, four of the studies 
were not reported the dimension of transparency ( Cf. Ashencaen Crabtree, 
2007; Brett, 2004; Fisher and Goodley 2007; Mei-Ying Chang and Li-Ling Hsu, 
2007). Transparency was also not achieved in aother five qualitative studies as 
mentioned in Table 2.7. The lack of transparency of those selected articles 
raised questions about how systematically the analysis was conducted. Instead 
of these limitations, the studies clearly cited the necessary information in detail, 
coded into themes and finally analyzed. Mei-Ying Chang and Li-Ling Hsu 
(2007) mentioned that they adapted content analysis from Glaser and Strauss’ 
Grounded Theory approach. But they failed to report the need and justification 
of adopting Grounded Theory Approach in their study. In another study by Brett 
(2004) did not clearly mention about how themes emerged. A study conducted 
by Fisher and Goodley (2007) also neglected the issue of ‘transparency’ and the 
results were not compared with others studies systematically in order to justify 


its usability. 
2.7.4.7g: Credibility Of The Studies 


Referring to Table 2.10, we can see that five of the studies did not follow a 
comparative discussion with other studies. Triangulated themes were not 
assessed in most of he studies. Few studies mentioned their sources of data for 


further validation. 
2.7.4.7h: Use Of Data 


The quality dimension of the selected studies need to be assessed by means of 
appropriate use of the data during analysis. The three studies selected here did 
not show systematic analysis of the data. They were unable to report the 
authenticity of their sources with proper interpretations. Studies conducted by 
Mei-Ying and Li-Ling Hsu (2007) consisted of 117 participants. As most of the 
studies lacked a larger sample size, it would have been difficult to ensure an 
accurate representation of all of these participants in terms of developing 
themes, and evidencing quotes from each participant. The smaller sample size of 


the selected articles lowered down quality of these studies no doubt. 


2.7.4.7i : Transferability 
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Majority of the studies did not disclose the issue of transferability. Referring to 
Table 2.11, it is clear that the majority of participants were mothers. So the 
comparison between mothers and fathers of the children with disabilities was 
not clear in certain cases. Some mothers were even fulltime caregivers, 
indicating that these findings may not be wholly comparable to mothers who 
work either full- or part-time. In one study, the researchers openly commented 
that they findings were transferable to other settings (Brett, 2004) as they had 


used Heideggerian techniques of analysis. 
2.7.4.8: Summary Of The Quality Of The Studies 


With respect to the above mentioned quality dimensions, three of the studies 
were demarcated as markedly poor quality in terms of transparency and 
systematic analysis of the data (Ashencaen Crabtree, 2007; Brett, 2004; Mei- 
Ying Chang and Li-Ling Hsu, 2007). Brett (2004) had chosen to present only 
one theme from the data and this article therefore could be recognized as a 
biased and incomplete picture of results. So this paper was excluded from the 


review process. 
2.7.4.8.1: General Themes Of The Studies 


Referring to Table 2.11, we can identify different themes of these studies. This 
table provided a summary of the content issues of each study, highlighting the 


stated aims of this study and the overarching themes and outcomes. 
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Author (Year) 


Objectives 


General Themes 


Outcomes 


1.Fisher & Goodley (2007) 


1.To identify enabling principles of parental 
care of a differently abled children. 

2.To critically examine professional-client 
relationships within the field of disability. 
3.To investigate how concepts of 
‘impairment’ and '‘disability' are negotiated 
and constructed. 

4. To consider how these meanings impact on 


the provision of care. 


1. Linear narrative 
2. Narrative of challenge 


3. Philosophy of the present 


Indicating that parents with differently abled children 
were developing counter-narratives which, at times, 
resist linear life models and free parents to enjoy 
their children as they are. Opportunity for such type 
of heterogeneous parents to develop stories that 


were neither linear no heroic but present and 


becoming. 


2.Hartley, 
Baguwemu, 
Chavuta (2005) 


Okwang, 
Ddamulira, 


To understand how parents cope with their 
stress while raising differently abled children 
to provide basis for future — service 
development. To fulfill these objectives the 
following questions were developed: 

1.What are the traditional beliefs and 
practices relating to children with disabilities 


in three districts of Uganda? 


1. Challenges faced by 
families 

2. Challenges faced by 
children with disabilities 

3. Identified needs of the 
family 

4. Identified needs of the 


parents 


Indicating that xtended family systems break down, 
and the main burden of caring for a disabled family 
member generally falls on one, sometimes two, 
female carers. Recommended that CBR programmes 


should focus their services on the whole family. 
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2. What are the traditional coping strategies 


5. Coping strategies of the 


of these families? Parents 
3. How do these practices relate to current 
Community Based Rehabilitation (CBR) 
practice? 
4. Could these practices be used as a basis for 
modifying current service delivery thinking? 
If so, how? 
3.Kearney & Griffin (2001) To explore the experiences of parents who | 1. Sorrow Positive attitudes were developed within the parents. 
have children with disability. 2. Joy Parents experienced anguish and sorrow as well as 
3. Coping they also spoke of hope, love, strength and joy. 


Phenomenological interpretation offered insight in 


understanding parents’ experiences of caring 


differently abled children. 


4..Mackey & Goddard (2006) 


To understand the health and wellness of 
mothers who have a child with an intellectual 


disability. 


1.Responsibilities of mothers 
for their differently abled 
children 

2. Being on one's own 


3. Being constantly tired 


Mothers’ behaviour was assessed with reference to 
time, space and the physical body. Mothers’ horizon 
of awareness was directed toward the needs of the 
child with a the 


disability. Focusing on 


responsibilities of the healthcare workers to 
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4. Ever vigilant 


remember that children with intellectual disabilities 
are members of a family and that the health and 
wellbeing of the whole family must be the concern of 
the health worker. Suggesting the responsibilities of 
healthcare workers to grasp every opportunity to 
evaluate the health of the family and to advise these 
mothers regarding the maintenance of their own 


good health. 


5. Smith, et al. (2006) 


To explore the impact of disability on their 


parents 


1. Physical symptoms 
2.Speech and communication 
difficulties 

3. Behavioural problems 

4A 


slow but relentless 


process 


Parents predicted that disability impacted on their 
child’s quality of life. Management of behavioural 
problems alongside an associated condition became 
more complex. Lack of knowledge about disability 
contributed to the assumption that they are on a 


continuum of normality. 


6.Taanila, Syrjalaé, kokkonen 
and Jarvelin (2002) 


1.To explore how families with physically or 
intellectually disabled children cope with the 


stress. 


2.To identify the kind of coping strategies 


1.Information and acceptance 
gathered from the network. 2. 
Emotional activities in the 
parents 


3.Good family and co- 


Suggesting that Information and acceptance, good 
family co-operation and social support etc were 


useful coping strategies most frequently used. 


High and low coping families were classified with 
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they used 


3.To understand the basic difference between 


good and poor coping capacities. 


operation from the 
neighbours. 

4. Openness 

5. Social support 


6. Personal resources 


reference to the following domains: parents’ initial 
experiences; personal characteristics; effects of the 
child’s disability on family life; acting in everyday 


life; and social support. 
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Table 2.12: Categorisation Of Themes Pertaining To Experiences Of Raising A 
Child With A Disability 


Themes Sub-themes 
Personal resources (Taanila et al., 2002) 
Strategies for Coping Information and acceptance (Taanila et 
al., 2002) 


Openness (Taanila et al., 2002) 
Emotional activities (Taanila et al., 
2002) 

Good family co-operation (Taanila et 
al., 2002) 

Seeking a cure (Hartley et al., 2005) 
Attitudes (Hartley et al., 2005) 


Support Social support (Taanila et al., 2002, 
Hartley et al., 2005) 


The mentioned themes were interpreted below: 
2.7.4.8.2: Strategies For Coping And Support System 


Strategies for coping had been emerged as one of the recurrent themes in this Meta- 
synthesis Review. All studies selected here centered around this theme and its sub- 
themes. As found in most of the studies, parents would draw on their own personal 
resources. They ensured they were well-informed about their child’s diagnosis. 
Seeking information actively minimized their tension. Parents raising differently 
abled children were able to cope the stressful situations whenever they felt that they 
were doing something to improve or even cure their child’s disability. Engaging in 
emotional activities such as openly expressing feelings and affections was also 
reported useful for them. With respect to family adaptation and cohesion, it was 
found that improved family co-operation and functioning, and having an attitude 
that was accepting of disability also improved parents coping skills. With reference 
to support from the society , it was found that formal support systems played a 
significant role and helpfulness of network was most vital rather than size of 


network. Such support system also came from family and professionals who had 
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offered help in order to cope with the experiences and challenges of raising a child 


with a disability. 
2.7.5: Discussion On The Results 


This Meta-synthesis Review was followed by Cooper’s Taxonomy of Reviewing 
Literature and here second Foci (Goal) was utilized in order to identify overarching 
themes. By applying a meta-synthetic approach a bigger picture of different coping 
strategies of the parents raising children with disabilities was drawn. As meta- 
synthesis reviews focused primarily on problems and challenges, it was expected 
that coping strategies of the parents with differently abled children would be 
revolved out though the integration of these aspects. Finally, the results of the 
Meta-synthesis review ( qualitative approach) were compared with the existing 
findings that followed a quantitative approach. As a great number of reviews that 
followed quantitative approach were already available, so special attention was 


given to synthesize the quantitative studies by applying a meta-synthesis approach. 


The qualitative approach as utilized in this Meta-synthesis Reviews indicated that 
parents of children with different types of disabilities experienced higher levels of 
stress and depression than other normal parents. This results were similar to the 
other studies that followed quantitative approaches including questionnaires and 
other reliable scales for measuring stress and depression among the parents with 
differently abled children, especially developmental disabilities (Benson, 2006; 
Benson & Karlof, 2009; Debrowska & Pisula, 2010; Feldman et al., 2007). Like 
these quantitative studies, so many literature based on quantitative methodology in 
the same phenomena found that parents with differently abled children were able 
to adapt and cope successfully to keep their stress conditions manageable and their 


lives in control. 


Contradictory result was also reported in several quantitative studies where the 
authors cited that a differently abled child contributed to strengthening the family 
unit, increasing the quality of life of the members of the family (Cf. Bayat, 2007; 
Myers et al., 2009; Retzlaff, 2007; Van Riper, 2007). In both qualitative as well as 
quantitative studies, parents of children with disabilities were reported utilize 


various coping mechanism to adapt to the changes and stressors in the family unit 
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after giving birth of a differently abled child. This understanding of stress and 
coping can be considered to be transactional. Both the person and the environment 
were viewed as being in a mutually reciprocal, bidirectional relationship. Stress 
was conceptualized as a relationship between the person and the environment 


appraised by the individual as challenging (Folkman et al., 1986). 


Comparison need to be made with respect to coping strategies as well as theoretical 
perspectives found in both qualitative and quantitative studies. As per the guideline 
of Folkman and Lazarus (1985), two main types of coping strategies help mediate a 
person’s stress: Behavioural and Cognitive strategies. In several quantitative 
studies, coping was viewed to be the cognitive and behavioral efforts that were 
continuously changing to master, reduce, or tolerate a specific stressor appraised as 
exceeding one’s ability and resources (Folkman, Lazarus, DunkelSchetter, et al., 
1986). This process model of stress and coping had been successfully adopted in 
most of the quantitative studies, whereas quantitative studies mostly adopted 
sociological perspectives in order to understand stress and coping strategies of the 
parents with differently abled children. In one study ‘contemporary sociological 
model’ were developed in ‘discussions’ section but neither specific model nor 
references were given (Treloar, 2002). Studies conducted by Kearney and Griffin 
(2001) and Hartley et al. (2005) provided more specific links to Olshansky’s (1962) 
chronic sorrow model, and Lazarus and Folkman’s (1984) model of coping 
respectively. Burr and Klein’s (1984) model of coping strategy was also offered as 


a theoretical perspective in one study by Hartley et al. (2005). 


With respect to positive and negative appraisal coping, both qualitative and 
quantitative studies reported that both of these strategies reduced the challenge 
accompanying raising a child with a disability. Positive perceptions was reported a 
useful coping strategy to alleviate the effect of the child’s disability on family 
members, strengthen psychological and physical resources during stressful 
situations, and protect against clinical depression (Gupta & Singhal, 2004). Many 
parents adopted passive as well as active coping strategies to cope with their 
stressful situations. A great number of quantitative studies reported that avoidance 
strategy can be recognized as ‘passive appraisal’. On the other hand, active coping 


strategies were generally recognized more positive ways of dealing with a 
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stressful event. Active coping strategies were reported as an important agent of 
changing the nature of their stressor. An avoidant coping strategy were reported 
reduce stress initially, but avoiding the problem continuously. An avoidant coping 
didn’t address the stressor , so it can be detrimental to the individual and can 
eventually lead to family maladaptation (Twoy et al., 2007). Mothers of the 
children with disabilities had positive appraisal earlier than fathers, and this early 
appraisal predicted family adjustment to enhance mothers’ self-esteem (Trute et al., 
2007). Bayat (2007) reported that positive perceptions and cognitive coping 
contributed to the family members possessing the ability to cope with the child 
with a disability. Dardas and Ahmad (2013) reported that coping strategies, such as 
confrontive coping, planful problem solving, self-control, and positive reappraisal, 
did not made a statistically significant relationship between mediating stress and 
the parents’ perceived quality of life. With respect to distancing coping, it was 
found that distancing was the least reported parental coping strategy. There was no 
Statistically significant effect of distancing on the relationship between parental 
stress and quality of life. Pottie, Cohen, and Ingram (2008) reported several coping 
strategies that significantly affected positive or negative mood of the parents 
raising differently abled children. Several forms of coping strategies such as 
Problem-focused, social support, positive reframing, emotional regulation, and 
compromise coping were associated with high levels of daily positive mood of the 
parents. In comparison to these, a decrease in daily positive mood of the parents 
was associated with escape, blaming, withdrawal, and helplessness coping styles. 
In both qualitative and quantitative studies, it was established that when parents 
engaged in more distracting or pleasurable activities in response to a stressor, they 
experienced less daily negative moods. Problem-focused coping also predicted 
both positive and negative mood. John (2011) reported that negative coping 
strategies of the mothers with mental retarded children ( rather than the child’s 
adaptive functioning) accounted for maternal stress levels and positive maternal 
coping was associated with lower levels of stress. With respect to ‘turning to 
religion’ it was found that when participants used religion to positively reframe 
their child’s disability, it resulted in adaptive coping, whereas when self-destructive 
behaviors, such as blame and punishment for past sins, were used, the coping 
became maladaptive (John, 2011). Therefore, use of positive coping methods, such 


as religion, contributed to positive adaptations and enhanced one’s general health 
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and well-being (John, 2011; Mirsaleh, Rezai, Khabaz, Ardekani, & Abdi, 2011; 
Norizan & Shamsuddin, 2010). 


2.7.6: Delimitations Of Meta-Synthesis Review 


1. This Meta-synthesis Review didn’t overcome the subjective bias of qualitative 
research. Although supervision was followed in some cases and a grounded theory 
approach were utilized in the analysis process, yet it didn’t overcome all qualitative 


dimensions as mentioned previously. 


2. Another delimitation was that a comparatively small number of studies was 
available for review. Most of the articles selected here were failed to report all 


qualitative dimensions as mentioned in Table 2.8. 


3. It is important to note that the majority of articles reviewed here did not able to 
report clear information on key variables. Key variables such as the age of the 
child, duration of their diagnosis, and their family composition were not reported in 
all selected articles. This might hamper the quality of each study as without proper 
understanding of such key variables and parameters we could not able to synthesize 


the results. 


4. Problems may be arisen while making comparisons between the results denoted 
by qualitative studies as selected in this Meta-synthesis Review process and results 
denoted by other quantitative studies. Although efforts were made to synthesize the 
results of the qualitative studies, yet quantitative studies were not assessed by 
following a conceptual framework. No attempts were made to review the results of 


quantitative studies systematically, they were only assessed thematically. 


5.No study had been selected from Indian context as they failed to maintain an 


average qualitative dimensions while reporting their results. 
2.7.7: Suggestions For Future Reviews 


1.Researchers were invited to conduct further qualitative reviews in order to 
explore the positive experiences and more protective factors mentioned in this 
review. 


2.Researchers were invited to apply the results in clinical practices. 
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3. The findings of these reviews should be utilized in systemic family therapy 
approach so that the parents as well as the family members could mobilize their 
resources to tackle their stressful situations while raising their differently abled 


children in their home environment (Stratton, 2005). 


4. Further reviews should be conducted in order to identify an effective strategy of 


developing parental resources and support systems. 


5. Further reviews should be conducted in Indian context in order to find out a 
comparative analysis of useful coping strategies of the parents with differently 
abled children. Parents of the children with multiple disabilities or other type of 
complex nature of disabilities need to selected in the review process that was 


overlooked in this Meta-synthesis approach. 


2.8: A Traditional Review Of Literature Based On Multiple Integration Of 
Findings To Identify The Gender Differences In Coping Strategies Of Parents, 
Raising Children With Disabilities (Objective 7) 


There were only a few systematic investigations available across the literature with 
respect to gender difference in coping strategies of the parents with differently 
abled children (Longo & Bond, 1984; May, 1991; Schilling, Schinke, & Kirkham, 
1985). In most families, including those of children with autism, mothers occupied 
more stress than fathers and therefore more care giving responsibilities were 
attributed to mothers of the differently abled children (Beckman, 1991; Bristol et 
al., 1988; Goldberg et al., 1986; Gray and Holden, 1992; Hastings, 2003; Heller et 
al., 1997; Rousey et al., 1992; Sloper et al., 1991; Trute, 1995). Much of the 
research on stress experienced by families of a child with a disability had been 
reported from the mothers's perspective. Mothers of the differently abled children 
were often asked about the adjustment of other family members (Athreya & 
McCormick, 1987; Damrosch & Perry, 1989; Wallander et al., 1989). This is 
largely because of the accessibility of mothers who have to perform greater child 
care responsibilities in comparison to their husbands (Gallagher, Beckman, & 


Cross, 1983). 
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Across the literature, it was found that mothers as well as fathers adopted different 
ways of coping in minimizing parenting stress. Attention was to taken to measure 
different frequencies or intensities of using certain parental coping strategies. 
Direct evidence was also established with reference to gender difference in coping 
strategies. Essex et al. (1999) argued that mothers of the children with intellectual 
disability used problem-focused coping strategies (e.g. problem-solving, seeking 
advice and support) more frequently than fathers but no significant statistical 
difference (< p= 0.5) was noticed for emotion-focused strategies (e.g. avoiding 
stressful situations, denial). Gavidia-Payne and Stoneman’s (1997) also similarly 
claimed that mothers of 0- to 5-year-old children with developmental disabilities 


were more likely than fathers to seek social support as a coping strategy. 


Several studies also accounted for parenting experience in the parents with 
differently abled children with respect to the gender difference (Cronenwett & 
Kunst-Wilson, 1981; Pearlin & Schooler, 1978; Rossi, 1984; Thoits, 1986). 
Parental gender differences emerged in perception of child care roles and coping 
with stressful situations. (Damrosch & Perry, 1989; Dressier, 1985; Lamb, 1983b; 
Vance, 1989; Ventura, 1986). In comparison to mothers of the differently abled 
children, fathers were largely recognised as providers and protectors (May, 1991; 
Ventura, 1986). Social and cultural expectations as well as role modifications were 
reported significant predictors of coping strategies (Adams, 1990; Jaffe-Ruiz, 
1984). It was claimed that women as well as men were inclined to use coping 
strategies that were consonant with gender-appropriate behaviors of their role 
socialization, belief systems, and cultural traditions (Cf. Knafl & Deatrick, 1990; 
Murphy, 1990). Moreover, responsibilities, rights, and expectations were 
differentially allocated along gender lines and associated with an individual 


parent's definition and interpretation of the family situation (Dressler, 1985). 


Across the literature, it was a strong evidence that gender played a significant role 
in using different types of coping mechanisms among the parents of the children 
with different types of disabilities. Abbeduto and colleagues (2004) claimed that 
problem-focused coping strategy was linked to less depressive symptoms in 
mothers of children with Down syndrome, autism, or fragile X syndrome. 


Emotion-focused coping strategy, on the other hand, was significantly associated 
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with depressive symptoms of such mothers. Positive reappraisal and accepting 
responsibility were related to higher levels of subjective well being in parents of 
children with developmental disabilities. In case of Escape-avoidance coping, 
mothers and fathers of the developmental disabilities were reported response 
differently. For example, fathers were reported utilise more adaptive coping in 
comparison to mothers (Glidden, Billings, & Jobe, 2006). Avoidant coping 
strategies were also related to more depression and anxiety in parents of children 
with Down syndrome (Spangenberg & Theron, 2001). Sarikaya (2011) claimed that 
mothers of the children with intellectual disability tried to seek more social support 


than fathers. 


Comparison studies showed similarities and differences between mothers’ and 
fathers' reporting of coping strategies related to the health care of their differently 
abled child. Fear about the differently abled child's future was reported as a 
primary stressor by both mothers and fathers in several studies (Horner, Rawlins, & 
Giles, 1987; Hymovich & Baker, 1985; Strauss & Munton, 1985). A subsequent 
number of articles showed parental differences in coping with health care for a 
child with cognitive impairment. Fathers of the differently abled children perceived 
the crisis more instrumentally. Mothers, on the other hand, tended to deal more 
expressively with issues (Gumz & Gubrium, 1972). Damrosch and Perry (1989) 
cited that fathers of the Down Syndrome largely depicted their adjustment to the 
child's condition in terms of steady, gradual recovery; the majority of mothers 
reported a periodic crisis pattern. Powers, Gaudet, and Powers (1986) found that 
mothers scored higher than fathers on strengthening self and understanding the 
situation. No statistically significant correlations were found between income and 
education and coping patterns of such parents. In another study, mothers of the 
differently abled children were reported more crying, busying self with other 
activities, and escape behaviors than fathers (Van Cleve, 1989). Ray and Ritchie 
(1993) identified clusters of coping strategies associated with the home care of a 
child with chronic illness, including use of family support, maintaining a positive 
outlook, and ensuring that care was performed. Severity of the disability in the 
child was also a vital factor affecting coping strategy of such parents as found 


across the literature. 
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Contradictory results were also estimated with reference to gender difference in 
coping strategies among the parents with differently abled children. Trute (1990) 
found little relationship between specific child attributes of gender, level of 
disability, or temperament and family functioning. Gender-specific studies across 
the literature identified fewer significant differences between mothers and fathers 
in perception, of stressors than in perceptions of their coping strategies. The report 
of problem-solving and self-controlling coping strategies by fathers was consistent 
with the earlier research of Goldberg, Marcovitch, MacGregor, and Lojkasek 
(1986). They claimed that fathers of the differently abled children experienced 
fewer distress symptoms, higher self-esteem, more internal locus of control, and 
they felt less need for social support than mothers. Likewise, Folkman, Lazarus, 
Pimley, & Novacek (1987) also empirically proved that self-control was associated 


more with fathers than mothers of the differently abled children. 


Gender difference was also reflected on other issues related to coping styles of such 
parents. For example, concerns about the child's health, physical needs, and having 
enough insurance to meet the expenses of child care were associated more with 
fathers of the children with disability, especially autism and intellectual disability. 
Result indicated that fathers of the children with disabilities frequently used coping 
behaviors that were directed toward work and family responsibilities (Pearlin & 


Schooler, 1978; Ventura, 1986). 


Concern for having enough fun and relaxation was more related to mothers raising 
differently abled children. The inexorable demands of daily child care might 
explain the association of this stressor with mothers. Lack of time for recreational 
activities was reported a common concern of parents having children with chronic 


conditions (Sawyer, 1992). 


As found across literature, fathers of the differently abled children tend to suppress 
their feelings, or to avoid them by working until late or staying away from home, 
mothers tend to vent their feelings. Mothers experienced a wider range of feelings 
(from grief, sadness, anger and crying) and talked more about their emotional 
distress with others. Mothers were reported more stigmatized by their child’s 
disorder (Gray. 1993). Krauss (1993) showed that fathers of the differently abled 


children experienced more stress linked to their child's temperament and their 
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relationship. Mothers' stress , on the other hand, was associated with personal 
repercussions of general parenting. Family environment affected their fathers 
frequently, whereas personal support networks were more helpful to mothers of the 
differently abled children. 


Hastings et al., 2005; Oelofsen and Richardson 2006; Gray 2003 etc. claimed that 
mothers experienced greater impact than fathers by their child’s disability. Gray 
(2003) showed that mothers and fathers of the autism children were affected on 
different ways and levels by their child’s condition. Fathers claimed that their 
child’s condition didn’t affect them personally as it did with their wives. Fathers 
also admitted that the way their child’s autism affected them was through the stress 
that their wives experienced. Mothers usually were reported more involve in child 
rearing, fathers were more into working harder in order to support their family’s 


financial needs. 


There are also differences in mothers’ and fathers’ perceptions or cognitive 
appraisals. For example, research suggest that they may perceive family cohesion 
and adaptability differently. When asked about family cohesion and adaptability 
mothers reported having a significantly more cohesive and adaptable family as 
compared to the reports from the fathers (Kraus, 1993). Yet, finding are 
contradictory. While many studies describe mothers as suffering from increased 
symptoms of depression, increased burden of child raring, and increasd stress 
compared to fathers, some other studies have found little to no differences between 


mothers and fathers (Dyson, 1991) 


Gender difference was strongly observed with respect to economic burden in 
raising a child with disability. Mothers reported spending more time caring for the 
child with the disability than fathers (Heller, Hsieh, & Rowitz, 1997). Comparative 
studies noted that mothers of children with intellectual disabilities worked fewer 
hours and had lower earnings than mothers of typically developing children 
(Janicki et al., 2000; McCallion, Janicki, & Kolomer, 2000; Olsson & Hwang, 
2006; Parish, Seltzer, Greenberg, & Floyd, 2004). Oelofsen and Richardson (2006) 
found that mothers with children with developmental disabilities experienced 
increased stress, weaker sense of coherence, and poorer health than their husbands 


while the comparison group (with children without developmental disabilities) 
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experienced no mother-father differences. Mothers had occupied more positive 
perceptions of care giving than fathers (Hastings, et al., 2005). Mothers were also 
affected by family harmony, lower socioeconomic status and greater care demands 


predicted stress. 


2.9: A Review Of Literature Based On Cooper’s First Principle Of Taxonomy 
Of Reviewing Literature ( Focus) To Interpret The Defense Mechanisms And 
Emotional Control Strategies Adopted By The Parents With Disabled 
Children (Objective 8) 


The current review was based on Cooper’s First Principle of Taxonomy of 
Reviewing Literature ( Focus). We find four potential foci within the framework of 
FOCUS. i.e. Research Methods, Research Outcomes, Theories and Practices or 
Applications. The objective of this review was to interpret the Defense 
Mechanisms and Emotional Control Strategies adopted by the parents with 


disabled children. 
2.9.1: Research Method 


To study the relationship between defence mechanism and parents of children with 
disabilities, most of the researchers were unable select a particular method or 
specific tool. Faerstein (1986) adopted a semi-standardized interview schedule to 
explore the reactions of mothers having child with learning disabilities. The 
sample was limited to 24 mothers only. A Defence Mechanism scale was developed 
by the researcher. Independent variables were age of the mother races of the 
mother, no. of children, monthly income, and educational level of the mother. 
Dependent variables were speaking ability of the learners in English, different 
types of defence mechanism such as projection, denial of the problem and 
displacement of anger onto the child. Ryde (1991) adopted three groups of women, 
altogether 49 persons, participated in this study. Mothers of children with 
childhood psychosis, motor handicaps, or Down’s syndrome were tested with a 
projective, percept-genetic technique, viz. the Mother-Child Picture Test (MCPT). 
Levels of anxiety were measured with the Hospital Anxiety and Depression Scale 


(HAD). Sedighi et al. (2014) adopted ex-post facto research design. The sample 
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had been randomly selected among the ordinary schools of Tehran; the mother’s of 
autistic children were randomly selected from four daily autistic children’s care 
centers. The researcher adopted DSQ defense mechanism questionnaire as an 
effective tool to evaluate the three defense mechanisms of mature, neurotic and 
immature. Moreover, Diana Baumrind questionnaire was also used to study 
parenting styles. The collected data was analyzed using SPSS software program 
with descriptive and inferential methods. The consideration of the calculated 
standard coefficients indicated that mature defense mechanism had higher 
proportion in predicting this parental style. The calculated regression coefficients 
also demonstrated that only the statistical test of mature mechanism (p=0.02) was 


significant. 
2.9.2: Research Outcomes 


Faerstein (1986), & Ryde (1991 ) found that for mothers of disabled children, the 
activation of defensive strategies is important to avoid feelings of anxiety evoked 
by the mother-child situation. Faertein established that mothers generally 
evidenced coping mechanisms when involved with medical, social and educational 
agencies, and were able to appropriately obtain services for their child. However, 
coping functions broke down and gave way to more defensive mechanisms in 
direct confrontation with the child: projection, denial of the problem and 
displacement of anger on to the child were seen. Mothers, contrary to traditional 
attitudes, experienced relief at receiving a diagnosis, confirming their suspicions 
rather than experiencing shock or grief. Ryde (1991) established that for mothers of 
children with other chronic disabilities, for example, motor handicaps or Down’s 
syndrome, low levels of anxiety may be experienced without the mobilization of 
strong defensive mechanism. Results indicated that permissive and determined 
parenting styles were predictable via mature defensive mechanisms; but these 
mechanisms could not predict authoritarian parenting style. In this case, as Ryde ( 
1991) , Devens and Erikson (1998) found immature defense mechanism was more 
efficient in predicting this parenting style. The relationship between defense 
mechanisms and personality disorders is an interesting theme for investigators. 
Devens and Erikson (1998) observed, in paranoid, schizotypal, and schizoid 


personality disorders, high scores in immature defenses. Histrionic, borderline, 
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narcissistic and antisocial personality disorders had high scores of immature 
defense mechanisms and low scores of mature defense mechanisms. In the 
borderline personality disorder, they found a correlation, which had been 
previously reported (Bond , Perry et al.,1989), with primitive defenses (projection, 
projective identification, acting out, splitting, omnipotence and devaluation). 
Affective instability is due to primitive and maladaptive defenses (projection, 
acting out, passive-aggression and autistic fantasy) and of image distortion 
(splitting). Impulsive aggressiveness maintains an inverse relation with mature and 
adaptive defenses. There are surveys of the relationship between defense 
mechanisms and personality disorders in the Mexican population, but there are no 


reports of surveys about defense mechanisms in anxiety disorders. 


Abidoglu & Giimiis¢ii(2000)Pott & Mondiecs (2002), Wittert (2002) found that 
denial was the primary reaction and feeling of guilt is the secondary reaction of the 
parents with disable child . Some parents do not accept that their child has a 
disability. Denial, which is a defense mechanism, is caused by fear of facing 
something that is unknown. Concern about the child’s future, discontentment, and 
anticipation of the responsibilities that need to be assumed may cause the family to 
deny that the child is disabled. This reaction is observed intensely in every family. 
Guilt feelings are generally caused by parents thinking that they caused their child 
to be disabled or that they are being punished by God for some mistakes they have 
made. Guilt in parents of a disabled child may help them keep their anger against 
the child under control. Out-of-control anger can be seen sometimes in parents who 


are in complete denial. 


Foster, O’Brien, & McAllister(2004), Pelchat & Lefebvre (2004), Godress, Ozgul, 
Owen, & Foley-Evans (2005) found that mothers and fathers frequently feel 
responsible for their disabled child’s condition and experience feelings of guilt. In 
addition, the mothers and fathers are left to cope with their child’s diagnosis of 


disability as well as the complex emotions they are experiencing. 


Abidoglu & Giimiis¢ii (2000), Schmitke &Schlomann (2002) found that anger can 
be a major obstacle to parents’ acceptance of their disabled child. Anger is 
generally seen in two ways. In the first way, the parents ask each other, “Why us?” 


This type of anger is generally accepted to be a healthy response. The second type, 
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however, is when anger is directed at someonewho is not the source of the problem. 


Anger directed at the disabled child is not accepted by society. 


Sedighi, Daramadi, Esmaeili(2014) conducted a study entitled ‘A Comparative 
Study of Parenting Styles and Defense Mechanisms between Autistic and Normal 
Children’s Mothers’ in Iran. The study showed that determined styles and mature 
mechanisms are not usually observed in the families of children with autism. 

Seligman (1997), Sedighi, Daramadi & Esmaeili(2014) established that permissive 
and determined parenting styles were predictable via mature defensive mechanisms 
( Altruism, anticipation, humour, sublimition, suppression); but these mechanisms 
could not predict authoritarian parenting style. In this case, immature defense 
mechanism ( Acting out, Hypochondriasis, projection Schizoid Fantasy) was more 


efficient in predicting this parenting style. 


Many studies also argued that Defense Mechanism along with Emotional Control 
Strategies play a vital role in minimising the stress, anxiety and depression level of 
the Adolescents (Viallant 2000; Cramer 2006; Zeigler-Hill and Pratt 2007; 
Sepidehdam et al. 2012). Defenses are unconscious psychological mechanisms and 
are non-voluntaristic in nature. Parents with differently abled children use them to 
protect themselves from feelings of stress, anxiety or guilt, which arise because 
they feel threatened, or because their id or superego becomes too 
demanding. Defense mechanisms in DSM-IV had been reported to protect as an 
automatic mental process of the adolescence and adults against anxiety and 
internal and external factors that are causing stress (Kronstrom 2011). Shiferaw et 
al.(2015) established that the experienced stress is likely to be exacerbated by lack 
of emotional control and adopting immature defenses that cause many forms of 
defensive behaviours. As emotion regulation capacity may enhance the ego 
functioning that reflected in one's psychological adaptations, it can help them to 
overcome these difficult situations. Two types of emotional regulation strategies 
can be developed. Firstly, cognitive reappraisal involves changing how one thinks 
about a situation to decrease its emotional impact. Second, emotional suppression 
involves inhibiting ongoing emotion-expressive behaviour (Lewis 2008, Seiffge- 


Krenke 2009, Walgast 2011). 
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Viallant (2000) in his cross-sectional studies found that Mature Defenses were 
correlated with better adaptability and compatibility in life on some college and 
nursing students. Sepidehdam et al. (2012) established that the more mature 
mechanisms people had the less emotionally fatigued they feel. Malone et.al. 
(2013) also showed that emotional disorder was positively correlated with 
immature defenses and negatively correlated with mature defences and not 
correlated with neurotic defense styles. As Immature defense mechanism were 
associated with poor adjustment as an adult, it lead to many problems among the 
parent with differently abled children such as_ poor friendship patterns, higher 
incidence of mental illness, greater number of sick leave days taken and poorer 


health generally, personality disorders as well as depression. 
2.9.3: Conceptual Framework (Theories and Perspectives) 


Faersten (1986) followed Theodore Kroeber’s model (1963)for defensive and 
coping functions. According to Kroeber, the ego mechanisms fall into three rough 
groupings: the first group relates almost exclusively to cognitive functions 
(discrimination, detachment and means-end symbolization); the last group deals 
almost exclusively with impulse economics (impulse diversion, impulse 
transformation and impulse restraint); the middle group involves elements of both 
kinds of control and, in addition, deals with "perceptive, apperceptive and time 
factors" (p.185) (i.e., selective awareness, sensitivity, delayed response and time 
reversal). Gardner's description of acute and chronic reactions along with Kroeber's 
paradigm are used as the underpinnings of this study. Ryde(1991) did not satisfied 
with Kroeber’s model and followed percept-genetic theory with the help of 
projective technique that makes possible a systematic reconstruction of 
preconscious fantasies relating to the picture theme. Sedighi et al (2014) did not 
able to develop a particular conceptual framework for studying the effect of 


defence mechanism on parents with disabled children. 
2.9.4: Practices/ Application 


Anna Freud (1937) and her father originally conceived of the defense mechanisms 
as being neurotic or unhealthy forms of adaptation (except for sublimation). 


Richard Gardner alone has discussed acute and chronic reactions of parents after 
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learning their child has minimal brain dysfunction. His discussion, however, is 
theoretical and not based on a select sample of parents. Kroeber's (1963) paradigm 
is a response to this. He proposed that the ten ego mechanisms be thought of as 
general mechanisms with a dual nature: They may take on either defensive or 
coping functions, with equal weight given to both. It is interesting that most of the 
studies (Faerstein,1986; Ryde,1991; Sedighi, 2014 ) conducted in clinical setting. 
Gardner's description of acute and chronic reactions along with Kroeber's 


paradigm are used as the underpinnings of these study. 
2.10: Brief Summary Across All Reviews 


The Researcher adopted different types of research design for conducting reviews 
with respect to all fixed objectives the study undertaken. A Traditional Review 
based on Integration of Findings was designed with a view to studying the 
demographic variables and socio-economic conditions of parents with differently 
abled children. This integrated review focused on eleven variables as mentioned in 
Table 2.3. Most of the articles reported that female respondent actively participated 
in different behaviour modification therapies in order to support their children with 


special needs. 


In Indian context , the average age of below 35 represented the parents with 
differently abled children .In contrary to this, the average age of the parents with 
differently abled children were between 35-50 in European context. In Asian as 
well as European contexts, most of the parents of the children with disabilities 
lived in nuclear family. Divorce or separation was a normal fact in case of parents 
with Autism. With respect to the educational levels of the parents raising differently 
abled children, most of the studies conducted in Indian context found that more 
than 70 % of the parents of children with VI, MR, HI and Autism came from 
middle level of education. With reference to number of sibling(s) in the family, the 
reviews showed that in Indian context, near about 50 % of the parents with 
differently abled children informed that they have more than three children. In 
Indian context, near about 58% of the children with VI,HI, MR and Autism were 
male and another 42 % of the children were female. In Indian context, Upadhyay 
& Havalappanavar(2008), Peshawaria , Menon, Gangualy , Roy, Rajan, & Gupta 
(1998), Bayat et al.(2011), Gohel, Mukherjee, Choudhury (2011) found that more 
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than half of the parents with differently abled children were employed in different 
sectors. Most of the studies reported decreased health status of the parents while 
raising a child with disability. With respect to area of living , Kumar (2008), 
Sandhya & Shetty (2015) found that near about 65% of the CWSN who admitted 
to special schools were come from urban area and requisite 45 % of them were 
come from rural area. The Census of India, 2011 claimed that 61 % of the disabled 
children attended educational institution, 12 % of them attended educational 
institutions earlier , and 27 % of them never attended any educational institution. 
The studies conducted by Upadhyay & Singh (2009), Malhotra ,& Sharma ( 2013) 
did not find any positive response to the earlier data made by Census of India, 


2011. 


The second review dealt with a Meta-analytic approach in order to identify the 
stress levels of the parents with differently abled children. It was found that parents 
of children with autism occupied more stress than those of parents raising children 
with another type of disabilities. A study demanded that instead of rich research 
tradition of cataloguing stress, there has been a paucity of research examining 
positive parental characteristics that may reduce the impact stress has on the family 


(Bayat 2007). 


The third review dealt with a systematic approach in order to Assess the Predictors 
of Parental Stress. Result indicated that predictors of parental stress in parents of 
children with disabilities were concerned with the severity of the impairment 
(e.g., Osborne and Reed, 2009; Ingersoll and Hambrick, 2011; Rivard et al., 2014), 
the unpredictable behaviours or emotional problems of their children 
(e.g., Tomanik et al., 2004; Herring et al., 2006; Lecavalier et al., 2006; Osborne 
and Reed, 2009; Estes et al., 2013), as well as financial worries. These three 
predictors of stress in the parents with differently abled children were reported 
secondary to the need to spend for counselling, medical treatment, intervention , 
guidance and education (e.g. Sharpe and Baker, 2011; Vohra et al., 
2014; Zablotsky et al., 2014; Thomas et al., 2016). Another additional predictor of 
stress was originated from social support. It was attained from multiple sources 


including support from the immediate family, schools, families of other children 
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with disabilities, professionals, as well as from extended family members (cf. 


Foronda, 2000; Xue et al., 2014; Santoso et al., 2015; Chong and Kua, 2016). 


The forth review dealt with anxiety and depressive symptoms of parents with 
differently abled children. It was based on traditional narrative techniques in order 
to interpret the findings across the studies. Result indicated that parents with 
children with ASD and ID experienced a more traumatic and hard situation (Dereli 
& Okur , 2008). It was also found that Parents who had children with both mental 
and physical disabilities had higher anxiety and depression level, but there was no 
statistically significant difference between the child’s type of disability and their 
family’s anxiety and depression level. Few studies demanded that Mothers of 
Intellectually Disabled children experienced stress more than the mothers of 
children with other types of disabilities (Hayden & Goldman 1996, Rodriguez & 
Murphy 1997). 


The fifth review dealt with a Meta-synthetic approach in order to explore different 
types of coping mechanisms utilized by the parents of differently abled children. 
Comparison need to be made with respect to coping strategies as well as theoretical 
perspectives found in both qualitative and quantitative studies. As per the guideline 
of Folkman and Lazarus (1985), two main types of coping strategies help mediate a 
person’s stress: Behavioural and Cognitive strategies. A great number of 
quantitative studies reported that avoidance strategy can be recognized as “passive 
appraisal’. On the other hand, active coping strategies were generally recognized 
more positive ways of dealing with a stressful event. Active coping strategies were 
reported as an important agent of changing the nature of their stressor. Problem 
focused coping aimed at resolving the stressful events, whereas emotional focused 
coping utilizes to regulate the unpleasant emotions that arise during the event 
(Lazarus & Folkman, 1985). Emotional coping mechanisms may include 
avoidance, questioning, denial, self-blame, and wishful thinking (Abery, 2006). In 
contrast, problem-focused coping mechanisms are efforts directed at solving or 
managing a problem that causes the distress, including gathering information, 
making decisions, performing task-oriented actions, planning, and resolving 


conflicts (Gupta & Singhal, 2004). 
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The sixth review dealt with a traditional approach based on multiple integration of 
findings in order to identify the gender differences in coping strategies of parents, 
raising children with disabilities. Result indicated that there was difference between 
mothers and fathers in the coping strategies they use. While fathers tend to 
suppress their feelings, or to avoid them by working until late or staying away from 
home, mothers tend to vent their feelings. Mothers tend to experience a wider range 
of feelings (from grief, sadness, anger and crying) and talk more about their 
emotional distress with others. Mothers are found to be more stigmatized by their 
child’s disorder (Gray. 1993). Krauss (1993) showed that fathers experienced more 
stress linked to their child's temperament and their relationship. Mothers' stress was 
associated with personal repercussions of general parenting. Family environmental 
effects were felt more by fathers while personal support networks were more 


helpful to mothers. 


The seventh review followed Cooper’s First Principle of Taxonomy of Reviewing 
Literature ( Focus) in order to interpret the Defense Mechanisms and Emotional 
Control Strategies adopted by the parents with differently abled children. A study 
condcuted by Javaheri et al. (2011) found that immature defenses have a positive 
correlation with anger expression and its subscales such as verbal and physical 
emergence of anger, angry mood and reactions. Furthermore, those who use 
immature and neurotic defense mechanisms avoid experiencing their feelings 
which does not mean eliminating it, but the feeling is being suppressed and projects 
through behaviours which are sometimes out of control Ghadimianfar& Dadkhah 
2015). Gender differences have been found in the use of defenses. It was found that 
men use internalizing defenses and projection more than females, and women use 
externalizing defenses, denial, and reaction formation more than males (Cramer, 


2005, 2009). 


2.11: Critical Comments Across The Reviews With Special Reference To 


Research Gaps In The Existing Literature 


The Researcher laid emphasis on methodological concerns while reviewing all 
articles related to the existing phenomena. The application of different research 
designs in reviewing the studies enabled the researcher to understand the nature of 


different parameters as well as variables that would be required for conducting the 
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final study. Different research design of reviewing literature also enabled the 
Researcher to find out the research gap more accurately. Special attention was also 
given to utilize both quantitative and qualitative approaches while reviewing 
existing articles. Different updated version of online software packages as well as 
online search engines (eg. Prisma) were utilized carefully with a view to finding 
out the existing phenomena more accurately. As finding the research gap was the 
ultimate objective of the review process, the Researcher interpreted the existing 
problem step by step with special reference to contradictory results, weak points in 
methodological concern, inconsistency of developing a proper conceptual 


framework, lack of knowledge of qualitative dimensions etc. 


One of the significant research gaps in the existing literature was discovered with 
respect to the measuring of demographic as well as socio-economic variables that 
reflected on the quality of life , stress pattern as well as coping strategies of the 
parents with differently abled children in our socio-cultural setting. It is important 
to note that most of the articles selected here centered around a limited number of 
demographic as well as socio-economic variables and therefore more variables 
should be incorporated from the literature in order to estimate their role on 
parenting stress as well as coping process among the parents of the children with 


disabilities. 


Another significant research gap in the literature was noticed with respect to the 
lack of robust data about parents of the children with intellectual disability as well 
as autism. In most of the studies, the parenting process of the parents with 
differently abled children was either compared to the non-disabled parent 
population or they were viewed as a separate group. Very few studies utilised 
comparative method in order to make a comparison among the different groups of 
parents raising children with disabilities. Only a very few studies were conducted 
as per their severity of children’s sufferings. Developing knowledge about parents 
with differently abled children in a broader population context is highly warranted 
when the merits or otherwise of their parenting is judged on normative grounds 


(McConnell , Llewellyn , Ferronato , 2002). 


Significant research gap in the literature was also noticed with respect to the lack of 


knowledge about the influence of various individual adult, child, family and 
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environmental variables on parents of the children with disabilities and their 
parenting ( Feldman, 2002; Wade C, Llewellyn G, Matthews , 2011) This was 
somewhat surprising given the substantive general parent literature on factors 
associated with the variability in parenting practices. This literature has proven 


useful in identifying suitable points for intervention (Shonkoff J, Phillips D, 2000) . 


Comparing among the different groups of parents with differently abled children 
with respect to their stress, anxiety, depression and coping strategy, defence 
mechanism and emotional control strategies as well as examining contextual 
variables requires larger samples. It is important to note that national population 
surveys and administrative records are two sources of larger scale datasets that 
provide the opportunity to examine between- and within-group differences with 
respect to the variables. By applying a data on national surveys a large number of 
respondents can be recruited using sampling strategies that specify 
representativeness within a defined sampling frame at the population level. It is 
expected that a large sample size allows for analysis of between-group differences 
and also for testing hypotheses of relationships between variables of theoretical 
interest. Research on the experiences of parents raising children with disability is 
anticipated to continue to increase in line with expanding international interest in 
the life circumstances of people with disabilities compared to their non-disabled 
peers. Further research is necessary to identify appropriate points for interventions 


which effectively target inequities and disadvantages. 


Several limitations in the exiting literature might restrict the interpretation of their 
findings. It is important to note that the associations in results reflected 
correlational and not necessarily causal relationships. The authors of those articles 
could not predict that the child, family, and parent characteristics in those analyses 
directly caused the examined dimensions of parental stress. Child problems with 
respect to their disability condition and lack of family cohesion, for example, might 
contribute to stress, but increased parenting stress could likewise exacerbate child 
problems and erode family cohesion. It may be claimed that there is a constant 
reciprocal interplay between the predictor and outcome variables. Further research 


is necessary to uphold this hidden phenomena with respect to local setting. 
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It was also noticed that there are other potential demographic, psychosocial, and 
biological predictors of parenting stress that were not assessed across the all 
literature. These include social networks and support, technology based coping 
skills, religious affiliations, community resources (eg. respite care), employment 
status, number of healthy children, and feelings of maternal culpability related to 
their children’s severity of sufferings, marital status and satisfaction, mother’s 
education etc. Future studies examining parenting stress should include measures 


of these other potentially moderating factors. 


Another significant delimitation was discovered with respect to parenting stress 
literature. Majority of the participants in those studies was restricted to mothers and 
caregivers only. Rightly, parenting stress among the parents raising differently 
abled children has been recognized as a real and complex construct that should be 
studied as a unique phenomenon. Therefore, future investigation should be 
designed to explore fathers with differently abled child’s unique experiences. 
Comparison should be made between fathers and mothers of the children with 
disabilities with respect to their parenting stress, anxiety, depression, coping 


strategies, defence mechanism as well as emotional control strategies. 


Finally, research design and sampling techniques limited the generalizability of the 
findings in some studies. The lack of a comparison group of parents with various 
types of differently abled children prevented a definitive conclusion in some cases. 
It is important to explore potential sources of stress in different groups of parents of 
children with different disorders. A direct benefit of the current research would be 


to provide a basis for the design of symptom specific interventions. 


To sum up , the ‘review of literature’ of the present study offered a direction of 
movement to find out the research gaps in the existing phenomena, identifying 
reliable research designs to test the suggested null hypotheses as well as providing 
guidelines for collecting the data from the sampling areas. It provoked a 
microscopic view to visualize the selected problems more accurately with respect 
to the coping mechanisms of the parents with differently abled children, use of 
defence mechanisms and emotional regulation strategies, gender differences in 


coping mechanisms as well as defence mechanisms of those parents, and other 
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related aspects. The most significant aspect of the current review of literature is 
that it covered both qualitative and quantitative dimension of existing literature. 
Moreover, the utilization of Meta-analytic as well as systematic techniques of 
reviewing literature helped the researcher to identify the statistical significance of 
different parameters with a view to justifying the cause-effect relationship. The 
next chapter i.e. ‘Research Methodology’ was furnished in order to applying the 
existing conceptual framework of the problem in a real-life situation. It may be 
noted that the following research methodology couldn’t be performed without the 
cooperation of the parents with differently abled children, the study undertaken, 
and the success of the study is much depended on the innovative techniques applied 


in it. 
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CHAPTER-II 


3.0: RESEARCH METHODOLOGY 


3.1: Introduction 


This chapter deals with research methodology that provided an opportunity to 
apply a systematic, theoretical analysis of the methods and principles in the field of 
study. It was expected that the researcher adopted an effective research 
methodology in this study in order to empirically provide answer to all selected 
research questions or hypotheses. It is important to note that the present researcher 
here underpinned philosophical overviews, different methods, techniques, models, 
as well as approaches after reviewing several articles and books in the field of 
coping mechanism of the parents with differently abled child as well as related 
themes. It may let readers assess the reliability of the problem the study 
undertaken. It may be noted that for designing the methodology of the study, the 
guidelines of wikiHow Staff ( updated: March, 2019) was followed. 


3.2: Nature Of Research Methodology Of The Study 


The present study is the descriptive type in the methodology and followed a mixed- 
method including qualitative ( eg. interview, focussed discussion, Grounded Theory 
Approach, timeline events, integrated social case study, Interpretative 
Phenomological analysis) and quantitative information (interview schedule, 
questionnaire, descriptive aswell as inferential statistics) through a self 
administered and structured survey instrument. The questions had been developed 
to get responses specific to objectives of the study that were proposed to fulfil. For 


the purpose of analysis primary data was collected directly from the survey area. 


A quantitative research design with self-report survey methodology was adopted in 
measuring the coping mechanism of the Parents with disabled children. The very 
first objective, i.e. demographic and socio-economic condition of the parents with 
differently abled children had been studied with the help of survey method. But the 
researcher adopted Integrated Case Study method and _ Interpretative 


Phenomological Approach to assess the anxiety and depressive symptoms of the 
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parents having differently abled children respectively. Thus qualitative method of 


investigation was not overlooked across the present study. 


We know that survey research is based on a sample of the population. The success 
of the present study is therefore dependent on the representativeness of the sample 
with respect to a target population of interest to the researcher. The most important 
methodological challenges of this study included a number of assumptions: (1) 
Making decisions on how to identify and select potential sample members. (ii) 
Contact sampled individuals and collect data from those who are hard to reach (ii1) 
Evaluate and test questions (iv) Select the mode for posing questions and collecting 
responses (iv) Train and supervise interviewers (v) Check data files for accuracy 
and internal consistency (vi) Adjust survey estimates to correct for identified errors 
(vii) Develop a statistical procedure for measuring the phenomena, and (viii) Relate 


the findings to other similar studies. 
3.3: Research Design 
3.3.0: Variables In The Present Study 


The variable in the present study were classified under the three categories: 
Independent variables, Dependent Variables and Predictor Variables. These were 


mentioned below: 
3.3.0.1: Independent Variables Of The Study 


Independent variables had been selected from different demographic and socio- 
cultural background of the parents raising differently abled children. It is important 
to note that the Researcher identified thirty five (35) independent variables from 
parents of the children with disabilities including gender of the parents ; types of 
the parents; age of the parents; religion of the parents; caste of the parents; locality 
of the parents; distance of the residence from nearest Primary Health Centre 
(PHC); parents’ age at the time of marriage; type of marriage; marital years of the 
parents; accident/injury during the pregnancy of the mothers of the differently 
abled children; blood group of the parents; type of family of the parents; number of 
children in the family of the parents; number of siblings in the family of the 


parents; educational levels of the parents; occupation of the parents; employment 
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status of the parents; number of earning member(s) in the family of the parents; 
economic status of the family of the parents( as per Govt. schedule); monthly 
income of the parents; number of dependant member(s) if any, other than 
differently abled children; type of house of the parents; mood of house of the 
parents; supply of drinking water; scarecity of water in the family of the parents; 
quality of drinking water in the family of the parents; habits of the parents; poor 
physical / mental health condition of the parents; family problems of the parents; 
sources of financial support; sources of professional support in the families of the 
parents; problems related to professional support in the families of the parents; lack 


of information ; lack of facilities facing by the parents. 


Another nine (9) independent variables were identified from differently abled 
child’s profile including type of differently abled children, gender of the differently 
abled children; age of the differently abled children; time when disability 
diagnosed; number of differently abled children in the family; birth order of the 
differently abled children; educational levels of the differently abled children; 
additional handicap; and differently abled children with whom he/she lives. 


3.3.0.2: Dependent Variables Of The Study 


The researcher identified six (6) dependent variables for conducting the study 
including stress of the parents with differently abled children, anxiety of the parents 
with differently abled children, depression of the parents with differently abled 
children, coping mechanism of the parents with differently abled children, defence 
mechanism of the parents with differently abled children and emotional control 
strategy of the parents with differently abled children. Additional dependent 
variables were arisen during the course of the study, which may associate with the 


different parameters under a dependent variable. 
3.3.0.3: Predictor Variables Of The Study 


The researcher identified eight (8) predictor variables from the parents’ of the 
differently abled child’s profile, including monthly income of the parents; 
educational levels of the parents; number of earning member(s) in the family of the 


parents; type of family of the parents; type of marriage of the parents; poor 
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physical /mental health of the parents; sexual relationship; and thinking about the 
future of the differently abled children. 

On the other hand, five (5) predictor variables were identified from the differently 
abled child’s profile, including present age of the differently abled children; time 
when disability diagnosed; gender of the differently abled children; birth order of 
the differently abled children; additional handicap in the differently abled children. 
With reference to family functioning of the parents with differently abled children, 
the researcher identified two predictor variables including family adaptability and 


cohesion. 


With reference to social functioning of the parents with differently abled children, 
the researcher identified two predictor variables, including size of network and 


helpfulness of network. 


It is important to note that identifying a predictor variable with respect to coping 
mechanism of the parents with differently abled children as well as related themes 
was not an easy task. To overcome subjective biasness of the researcher, he 
consulted with several researchers as well as versatile persons who were working 
in the same field of study. The adaptation of systematic as well as meta-analytic 
review approach also enabled the researcher to identify the predictor variables for 


conducting the study. 
3.3.1: Data Sources Of The Study 


The researcher used two sources for data collection such as: Primary Source and 


Secondary Source. 
3.3.1.0: Primary Sources Of Data For The Study 


The primary data required for the study was opinions of the parents raising children 
with four types of differently abled children: visual impairment, intellectual 


disability, hearing impairment and autism. 


The opinions of the parents with differently abled children with respect to their 
stress, anxiety , depression, coping strategy, defence styles, and emotional control 


strategies were required for the study. Two of the major sources of primary data 
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were personal visit of the researcher in different special schools as well as 
information provided by Department of Women and Child Development and Social 


Welfare, Salt lake, Kolkata, Govt. of West Bengal 


The opinions of the parents raising normal children (without disability) was also 
required for developing a scale, namely Parental Defence Mechanism Scle that had 


been utilised in the current study. 
3.3.1.1: Secondary Sources Of Data For The Study 


Secondary sources of data were also taken into consider while interpreting 
disability condition of the parents as well as the children. These data were not 
utilised in the final study rather these were helpful in understanding the problem 
the study undertaken. Data published in different newspaper bulletin, the WHO’s 
survey on Disability, The World Bank Report on Disability (2005, 2011, updated in 
2019), The Census of India-2011 (updated in 2016), survey report in different 
countries as well as data provided by Department of Women and Child 
Development and Social Welfare, Salt lake, Kolkata, Govt. of West Bengal were 
required to interpret the different background of the problem the study undertaken. 


3.3.2 : Universe And Sample Of The Study 


The researcher had selected Kolkata district of West Bengal as the geographical 
area for the survey. The universe of the study comprised of parents of students 
enrolled in eight (8) special schools in Kolkata ,West Bengal, including Asutosh 
Institution for Mentally Retarded, Behala Bodhayan, Calcutta Blind School , Voice 
of World ,Calcutta Deaf & Dumb School ,Ideal School for the Deaf , Pradeep 
Kendra, and Mentaid Special School. 


Total number of population comprised of 826 both Parents or 1652 respondents. 
Among them Male were 826 and Female were 863. Parents of four (4) types of 
differently abled children (MR, VI, HI and ASD ) had enlisted in the population . 
The children were studying in class III to class XII in different special schools in 
greater Kolkata. Single Parents and Orphan Children have been excluded from this 
study. 
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Total Population: 


Both Parents= 150+190+341+145=826 =1652 respondents 


Table 3.1: Universe and Sample for Studying Stress, Coping Mechanism, and 
Defense Mechanism of the Parents with Disabled Children 


Sl. | Name of the institutions | Category | No of | No of | Total no. 
No | and Address of children | both Both 
Children parents Parents 
1. | Asutosh Institution for | MR 87 78 
Mentally Retarded 150 
14, Rahim Ostagar Road, 
Kol- 45 
2 Behala Bodhayan | MR 80 72 
48/3 Sarsuna Main Road, 
Kolkata-61 
3. | Voice of World | VI 110 100 
4 Nrisingha Dutta Road 190 
Kol-8 
4 |Calcutta’ Blind School | VI 100 90 
Behala , Kolkata - 700034 
Ph : 2397-1335 
5 | Calcutta Deaf & Dumb | HI 300 285 341 
School ( Madhyamik) 
Ward-28, Kolkata, West 
Bengal-700009 
6 | Ideal School for the Deaf | HI 60 56 
125, A.J.C Bose Road, Kol- 
14 
7 | Pradeep Kendra ASD 90 82 145 
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33A/1 Canal (South) Road, 
Kolkata, West Bengal 


700015 
8 | Mentaid Special School ASD 70 63 
17, Brojen Mukherjee Rd, 
Chamrapatti, Behala, 
Kolkata, West Bengal 
700034 


Total 897 826 


(Source: wbcdwdsw.govt.in> User >wedw. stat : Govt. of West Benagl, Deprtment 
of Women & Child Development and Social Welfare , 2014-15) 


3.3.3. Sample And Sampling Techniques Of The Study 


For the purpose of the sample, the researcher intended to adopt ‘Proportional 


stratified Random Sampling’. 
3.3.3.0: Step One : Define The Population 


In the study, the population covered 826 both parents i.e. 1652 respondents. Here 
the population was expressed as N. Since the researcher interested in both parents 
of MR,VI,HI, and ASD children, sampling frame included all 1652 respondents. 
The remaining 71 children (897-826) were either orphan or they had single parents, 


so they were excluded from this population. 
3.3.3.1: Step Two : Choose The Relevant Stratification 


Firstly, as the researcher wanted to find out the differences of coping strategies in 
fathers (male) and mothers(female) of differently abled children, gender of the 


parents was considered as a basis for ‘stratification’. 


Second, parents rearing four types of differently abled children ( MR. VI,HI and 
ASD) could be considered another stratum. 
Thirdly, degree of disabilities in the children had been considered an important 


strata while selecting sample from the parents. 
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3.3.3.2: Step Three : List The Population 


The researcher intended to identify all 826 parents (1652 respondents) of the 
children with differently abled children. To carry out this research, we would most 
likely have had to receive permission from Student Records to view a list of all 
students studying at different special schools located in Kolkata, West Bengal. 
After carefully reading the profile of the disabled children, both Parents had been 
listed and therefore parents had been listed as per the degrees of sufferings of their 


disabled children. 


3.3.3.3: Step Four : List The Population According To The Chosen 


Stratification 


As with the simple random sampling techniques, we need to assign a consecutive 
number from 1 to NK to each of the students in each stratum. As a result, we would 
end up with two lists, one detailing all male parents and other detailing all female 


parents. 
3.3.3.4: Step Five : Choose Sample Size 


The sample was expressed as n. The researcher intended to choose a sample size 
because it reflected the limit of our budget and the time the researcher had to 
distribute the questionnaire to parents. However, the researcher could have also 
determined the sample size he needed using a sample size calculation, which was a 
particularly useful statistical tool. For example, Yamane(19670:886-87) provided 
the following formula : 


N 


N= 
1+ n(e)” 


Where, N is total population and ‘e’ is error or confidence level. Here total 


population was: 


1652 1652 1652 1652 


a ss as = —— =322.02= 322 
1+1652(.05)2 14+ 1652(.0025) 144.13 5.13 
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From the above statistical calculation it was clear that sample size 322 was 
sufficient from the total population of 1652 which was lower number of responses 
from the respondents to maintain a 95% confident level. This sample size had been 
shown to several experienced persons as well as to the Head, Department of Adult 
and Continuing Education. All suggested that sample size consisting of 400 was 
prominent to carry out this type of research problem. So the researcher took 400 


sample size for conducting this research. 
3.3.3.5: Step Six: List The Population According To The Chosen Stratification 


Simple Random Technique has been adopted for listing the population. Lottery 
method is used to select the parents. Whenever cooperation can’t find from the 
selected parents, then just next person has been selected for collecting their 


opinions regarding their coping strategies. 
3.3.3.6: Step Seven : Calculate A Proportionate Stratification 


Adopting Proportional Allocation, we shall get the sample sizes as under for the 
different strata. Strata based on (i) Gender of the Parents ,and (11) Parents with 
different categories /types of differently abled child along with their degree of 


sufferings. 
3.3.3.6.1: Stratification From Parents With Different Types Of Disabilities 


In this study, parents of the children with disabilities were stratified as per their 
gender as well as their types of differently abled children. Retrospectively 
speaking, stratification of such parents were performed on the basis of 
mathemathical assumption only, not on the basis of actual observation. As per the 


guideline of Yamane(19670:886-87), the following results were manisfested: 


Parents with ID/ MR Children= 400/1652 x 300=72.6 =72 respondents or 36 
Parents 

Parents with VI Childen =400/1652 x 380= 92 respondents or 46 parents 

Parents with HI Children = 400/1652 x682 = 165.13=166 (rounding of) 
respondents or 83 parents 


Parents with ASD Children =400/1652 x 290=70.21=70 respondents or 35 parents 
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Thus Parents with Hearing Impaired Children (n= 166 respondents) possessed the 


highest number of sample size, followed by Parents with Visully Impaired Children 


( n= 92 respondents), Parents with Intellectual Disability (n= 72 respondents), and 


Parents with Autism Children ( n= 70 respondents). 


Table 3.2: Stratification of Parents with ID/MR Children ( as per their 
Degrees of Sufferings) 
Types of Parents Distribution Distribution of No of Parents 
of MR MR Children in /Respondents 
Children in the Sample 
the included in the sample 
Population 
Parents with Mild 60 14.4=14 14 parents/28 
MR respondents 
(60/150 
x36=14.4) 
Parents with 35 8.4=9 (Rounding | 9 parents/18 respondents 
Moderate MR off) 
Parents with 35 8.4=8 8 parents/16 respondents 
Severare 
Parents with 20 4.8=5 5 parents /10 respondents 
Profound MR 
Total 150 36 36 parents /72 
respondents 


Table 3.3: Stratification of Parents with VI Children (as per their Degrees of 


Sufferings) 
Types of Parents Distribution of VI Distribution of VI No.of 
Children in the Children in the Parents/Respo 
Population Sample ndents in the 
Sample 
Parents with Mild — 70 16.9 =17( rounding | 17 parents /34 
Moderate Blind off) respondents 
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Children 
(70/190 x 46=16.9) 
Parents with Total 120 29 29 parents /58 
Blindness respondents 
Total 190 46 46 parents/92 
respondents 


Table 3.4: Stratification of the Parents based on their HI Children’s Degrees of 


Sufferings 
Types of Parents Distribution of | Distribution of HI No. of parents 
HI Children in Children in the 
the Population Sample 
Parents with Mild HI 30 7.3 =7 7 
Children 
Parents with Moderate 50 12.17 =12 12 
HI Children 
Parents with Severe 100 24.34=25(rounding 25 
HI Children off) 
Parents with Profound eal 17.28=17 7 
HI Children 
Parents with Total 90 21.90 =22 22 
Deafness Children 
Total 341 83 83 parents/ 166 


respondents 


Table 3.5: Stratification of Parents based on their ASD Children’s Degrees of 


Sufferings 


Types of Parents Distribution of 


Distribution of 


No of Parents 


ASD _ Children in | ASD Children in | /Respondents 
the population the Sample 
Parents with 105 2» 25 Parents/50 
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Autistic Disorder (105/145 x Respondents 

Children 35=25.34) 

Parents with 20 4.82=5 5 Parents/10 

Asperger’s Respondents 

Syndrome 

Children 

Parents with 20 4.82=5 5 Parents /10 

Pervasive Respondents 

Development 

Disorder Children 

Total 145 35 35 Parents /70 
Respondents 


3.3.4: Sample And Sampling Technique For Studying Anxiety And Depressive 
Symptoms Of The Parents With Differently Abled Children 


For studying anxiety and depressive symptoms of the parents with differently abled 
children, total eight Parents (16 respondents) of four types of differently abled 
students (ID, VI,HI and ASD) who live in Kolkata were selected. Among the 
eighth Parents, eight were Male (Fathers of the disabled children) and another eight 
were female (Mothers of the disabled children). Two Parents were selected from 
each type of disabled children based on their Gender. Purposive Sampling 
Technique was adopted for findings the anxiety and depression symptoms of the 


Parents with disabled children. ( Check detail in Chapter-IV, Table No. 4. ) 
3.3.5 : Research Tools / Instruments Used In The Study 


The following research tools were utilized for providing answer to the research 
hypotheses as well as for realizing the reliability of the research objectives in the 
field of the study. 

3.3.5.0 : For Objective No. 1 


To study the demographic characteristics and socio-economic conditions of 
families with disabled children, the investigator devised a self-prepared Close- 
ended Interview Schedule, consisting 52 questions. This questionnaire has two 
parts: (1) Profile of the Parents having Disabled child and (ii) Profile of the 
Disabled Children. 
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3.3.5.1 : For Objective No. 2 


For objective no 2 (i.e. To understand the stress level of the parents with disabled 
children) as well as to compare the experiences of Parental stress in father and 
mothers of disabled children, the researcher adopted the revised version of 


Parenting Stress Index (Abidin,1983) including 72 items. 
3.3.5.2 : For Objective No. 3 


To assess the predictors of parental stress in parents of children with disabilities, 
the same revised version of PSI ( Abidin,1983) was administered. Family 
functioning of the Parents having Disabled children was measured using the Family 
Adaptability and Cohesion Evaluation Scales II (Olson, Bell, & Portner,1982). To 
assess the parental support system an Interview Schedule had been administered, 
including two sub-domain: Helpfulness of the network(Qs No-1- 7) and Size of 
Network( Qs.No.8-13). 


This Interview Schedule followed the following five point scoring system : 


5=Strongly Agree , 4= Agree , 3=Undecided , 2= Disagree, 1=Strongly Disagree. 
3.3.5.3: For Objective No.: 4 


To find out anxiety symptoms of the parents with disabled children, the researcher 
adopted Integrated Social Case Study Design, utilising checklist, questionnaire, 


document etc. 


3.3.5.4 : For Objective No. 5 
To identify the depressive symptoms of the parents with disabled children, the 
researcher administered Interpretative Phenomenological Research Design, 


utilising in depth interviews, timeline events, and focussed discussion. 
3.3.5.5 : For Objective No. 6 & 7 


To explore different types of coping mechanisms (Objective no.6) as well as to 
identify the gender differences in coping strategies of Parents with disabled 


children ( Objective no.7) , the Researcher had administered a self-prepared Coping 
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Mechanism scale , consisting of 122 questions. The coping scale justified four 
areas of coping mechanism of the parents with differently abled children: 
(1)Appraisal Focused Coping 

(ii) Problem Focused Coping 

(111) Emotional Focused Coping 


(iv) Occupation and Institution based Coping 


Five (5) point Likert-Response scale was adopted to identify the response of the 
parents with differently abled children regarding their coping mechanism as per the 
guideline of the concerned scale administration procedure (0 = never, 1 = rarely , 2 


= sometimes , 3 = often ,4= very often ). 
3.3.5.6: For Objective No. 8 


To interpret the relationship between Defence Mechanism and Emotional Control 
Strategies among the Parents with disabled children., a self-prepared Defence 
Mechanism Scale ( Defence Mechanism Scale for Parents = 75 items) and 
Emotional Regulation Questionnaire (ERQ, Gross, J.J., & John, O.P. (2003).) had 


been administered. 


The DMSP questionnaire covered 16 parameters of defence mechanism that is an 
unconscious process to give temporary relief in stressful situation in the parents 
with differently abled children. For Question No | to 75 ,each item on the measure 
was directed to rate on a 5-point scale (0= Strongly Disagree , 1= Disgree, 2= Not 


sure , 3=Agree , 4 =Strongly Disagree). 


ERQ is a 10-item scale designed to measure respondents’ tendency to regulate their 
emotions in two ways: (1) Cognitive Reappraisal and (2) Expressive Suppression. 
Respondents answered each item on a 7-point Likert-type scale ranging from 1 


(strongly disagree). 
3.3.6 : Methodology For Constructing Research Tools 


3.3.6.0: Construction Of An Interview Schedule For Studying Demographic 
Variables And Socio-Economic Condition Of The Parents With Disabled 
Children (Objective No. 1) 
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The researcher had prepared a Close-ended Interview Schedule for studying the 
demographic characteristics as well as socio-economic condition of the families 
with differently abled children. (See Appendix-I). The Interview Schedule had been 
prepared after the consultation of literature in the field of disability as well as 
suggestions given by some eminent research scholars and professors. It included 35 
items for Parental profile and 9 items for disabled children. These particulars were 
required for categorisation of the subjects into the respective sub-samples. The 
Parents- profile of the disabled children was concerned with different demographic 
and socio-cultural background such as age of the parents, gender of the parents; 
religion, present marital status, type of marriage, occupation, and monthly income 
of the parents; educational status of the parents, support from the family, type of 
family, size of the family, no of disabled children in the family, information about 
disabilities etc. The disabled child’ profile consisted of 9 items. The following 
questions were selected for disabled child’s perspective based on close-ended 
questions: gender of the disabled children, present age ,time when disability 
diagnosed, types of disability ,severity of the disabled child , birth order of the 
disabled child , educational level of the disabled child, additional handicap etc. 


These particulars were required for categorisation of the subjects into the respective 
sub-scale. Few demographic and socio-economic variables had been recognised as 


independent variables during the time of Hypothesis testing. 


3.3.6.1: Methodology For Measuring Parental Stress As Well As Predictors Of 
Parental Stress In Parents With Children With Disabilities (Objective No.2.& 
3) 


3.3.6.1.0: Introduction 


The revised version of Parenting Stress Index (Abidin,1983) had been administered 
to measure the Stress of the Parents having disabled children. The PSI-LF 
consisting of 120 items representing child and parent characteristics domains (101 


items) and an optional stressful life events scale (19 items); the 47 items in the 
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child domain are combined into six subscales, and the 54 items in the parent 
domain are combined into seven subscales (Abidin, 1995). 

(i)The Parenting domain composed of seven subscales that measures parent 
attachment to the child, sense of competence in the parenting role, parental 
depression, parent health, social isolation, restriction in role , and relation with 
souse. (ii) The Child domain composed of sex domain involving with the child’s 
demandingness, distractibility, mood , degree of reinforcement to the parents, 
acceptability, and adaptability. Higher scores on the sub scales and the domain 
scores pin down greater child-related and Parenting stress. Cronbach’s alpha 
reliability coefficients for the study for the Child domain and Parenting domain 


were 0.89 and 0.92 respectively. 


Abidin (1990) reported internal consistency reliability coefficients (Cronbach’s 
alpha) of 0.89 for the total score and 0.90 and 0.93 for child and parent domains 
respectively based on a study on 2633 mothers of children aged 1 month to 12 
years of age in the United States.The scale reliability and validity was also 
estimated and confirmed in Iran by Dadsetan, Azghandi , Hasanabadi (2006) after 
being translated into Persian. The authors reported the Chronbach’s alpha of 0.88 
for validity and test-retest reliability coefficient of 0.94 with a 10-day interval. 
Demographic questionnaire was designed by the researcher including two separate 
sections enquiring about “the parent’s characteristics’ and “the child’s 


characteristics”. 
3.3.6.1.1: Review of PSI 


The researcher adopted a revised version of PSI-Long Form in order to check the 
validity of the above mentioned scale in our Indian context.. According to Abidin 
(1983,1995), parenting stress stems from a complex combination that has three sets 
of factors related to the child, the parent, and the child—parent interactions. 
Although some parenting stress is considered normal and functional for all parents 
(Crnic & Greenberg 1990; Deater-Deckard & Scarr 1996), research indicates that 
parents of children with chronic disabilities are at increased risk of experiencing 
elevated levels of stress. Indeed, it has been found that raising a child with chronic 
developmental disability is one of the most significant stressors for the parents 


(Weiss 1991; Koegel et al. 1992; Ericzon et al. 2005). Autistic disorder represents 
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not only one of the most severe and pervasive chronic childhood disorders but also, 
the most complex in its developmental pattern [American Psychiatric Association 
(APA) 2000]. The disorder affects brain functions, specifically those areas that 
control social behaviours and communication skills. Thus, affected individuals are 
characterised by marked impairments in social interaction, delayed and/or 
stereotyped communication, and restricted or repetitive behaviours and interests 
(APA).Raising a child with autistic disorder has many inter-mutual influences on 
parents and their children. It has been found that the complexity and chronicity of 
autistic disorder can drain the parents’ energy and leave them exhausted, in despair 
and at risk for many psychosocial problems including elevated levels of stress 
(Sivberg 2002; Abbeduto et al. 2004; Seltzer et al. 2004). On the other hand, high 
levels of parental stress can adversely affect the children’s cognitive, language, 
behavioural and social development (McGlone et al. 2002; Anthony et al. 2005; 
Farver et al. 2006; Hart & Kelley 2006; Pesonen et al. 2008). 


In order to have confidence in the interventions proposed based on the parents’ 
level of stress, it is necessary to have a well established, reliable and valid measure 
for parenting stress. One of the most commonly used measures is the Parenting 
Stress Index-Long Form (PSI-Long Form/ PSI-Standard Form; Abidin 1983). The 
measure has two sub-scales. The PSI-Long Form is considered a valid and reliable 
measure when used with parents of typically developing children. Indeed, several 
studies have investigated the psychometric properties of the PSI-Long Form with 
parents of typically developing children. While some of these studies have revealed 
reasonably distinct factor structure for the measures with very good to excellent 
internal consistencies (e.g. Reitman et al. 2002), other studies failed to support the 
three-factor structure of the scale (e.g. Whiteside-Mansell et al. 2007; McKelvey et 
al. 2009). Surprisingly, the PSI-SF scale has been used in many publications that 
targeted parents of children with autistic disorder. However, psychometric work on 
this measure has been conducted primarily with samples of healthy children. To 
date, only one study examined the psychometric properties of the PSI-SF in 
samples of parents of children with autistic disorder (Zaidman-Zait et al. 2010). In 
that study, several items in the PCDI and DC sub-scales showed poor functioning. 


The authors recommended additional research work to examine the factor structure 
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of the PSI-SF in samples of parents of children with autistic disorder. Further, no 


investigations were made in the Indian context yet. 
3.3.6.1.2: Reasons For Adopting Revised Version Of PSI-Long Form 


Two main reasons warrant conducting this study: First, two of the PSI-Long Form 
sub-scales (Child related stress and Parent related stress) address the characteristics 
of children that may be stressful to their parents. However, the characteristics of 
children diagnosed with HI and ASD differ substantially from those with other 
types of disabilities. The second reason for conducting this study relies in its 


population which was in part from the Indian context. 


Indian are united in a shared culture that is considered substantially different from 
their western counterparts. The term culture can be defined as a shared set of 
traditions, belief systems, and behaviours shaped by history, religion, ethnic 
identity, language, and nationality. Among Indian people, it is an extremely 
important responsibility to bring children up so that they will reflect well on the 
family. Indians tend to give parents much of the credit for their children’s successes 
and much of the blame for their failures. Indian cultural beliefs and practices have 
many influences in shaping the definition, perception, diagnosis, and management 
of psychiatric disorders. Recognition of such diversities among cultures is 
necessary in order to design and conduct valid and reliable research, as well as 
accurate cross-cultural programs. More over , no investigations regarding the 
psychometric properties of the PSI-Long Form have been made in the Indian 
context in samples of parents of children with disabilities in general, and HI and 


autistic disorder in particular. 
3.3.6.1.3: Objective Of Adopting Revised Version Of PSI-Long Form 


The purpose of this study was to validate the PSI-Long Form with Indian parents of 
children with disabilities using exploratory factor analysis (EFA) and confirmatory 


factor analysis (CFA) techniques. 
3.3.6.1.4: Hypotheses 


The following two objectives have been proposed: 
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Hypothesis 1: The Total PSI-Long Form scale and each of the subscales would be 
internally consistent with alpha coefficients of .80 or higher. 
Hypothesis 2: A Multiple factor model structure would be supported by a 


confirmatory factor analysis. 
3.3.6.1.5: Methods Of Preparing The Revised Version Of PSI Scale 
3.3.6.1.5.0: Description Of The Sample And Sample Technique 


The convenience sample of the study was consisted of 60 parents of children with 
Hearing Impaired and ASD. 30 parents were selected from Children with HI and 
another 30 Parents were selected from Children with ASD. Samples were collected 
from one special school for Hearing Impaired children , namely Calcutta Deaf and 
Dumb School(Madhymik) , Ward -28, Kolkata, West Bengal-700009 and another 
special school for ASD , namely Mentaid Special School, 117, Brojen Mukherjee 
Rd, Chamrapatti, Behala, Kolkata, West Bengal-70003. Parents were contacted 
through special education schools licensed to provide educational services for 
children with Hearing impairment and ASD.. The collection of the data was 
conducted by the first author over a period of 5 months (August to December, 
2015). Among the 120 participants, 50% (n = 60) were females (mothers) and 
another 50 participants (n=60) were male (fathers). The mean age for the sample 
was 28 years (SD _ 6.6) ranging from 25 to 70 years. The mean income for the 
participants’ family was Rs 210 ranging from Rs 5000- 10000. In relation to the 
number of children the participants had, 20% (m = 12) had one child, 30% (n = 18) 
had two children, 33% (n = 20) had three children, 8% (n = 5) had four children, 
9% (n = 5) had five children. Among all 60 participants (30 Parents), 90% (n=27) 
had only one child diagnosed with HI and another 10 % (n=3) had two children 
diagnosis with HI . Among another 60 Participants, 93% had one child diagnosis 
with ASD (n=28 ) and 7% had two child diagnosis with ASD. All of the children 
were clinically diagnosed with autistic disorder from board-certificated child 
psychiatrists using the DSM-IV criteria (American Psychiatric Association 2000). 
Only one centre adopted the multi-disciplinary diagnostic approach using two 
assessment tools, the DSM-IV and the Childhood Autism Rating Scale (CARS; 
Schopler et al. 1988). The criteria of the DSM-IV were used across the regions 


from which children were recruited as it is considered a standardised diagnostic 
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procedure for autistic disorder in the country. About 66.6% (n = 40) of the children 
were males. The mean age for them was 7.3 years ranging from 10 to 18 years. 
The mean age for the children at which symptoms firstly appeared was 1.8 years 
(SD =1) ranging from 3 months to 5 years for Children with Hearing Impairment 
and 2 years( SD= 0.98)for Children with ASD . The mean age at which the children 
were medically diagnosed with ASD was 4 years (SD =1.4) ranging from 6 
months to 8 years. One the other hand, The mean age at which the children were 
medically diagnosed with ASD was 3 years (SD = 1) ranging from 6 months to 8 


years. 
3.3.6.1.5.1: Measures 


AMOS-21 version was used in this study because it is quickly emerging in nursing 
research as a powerful approach to measure unobserved variables using the 
Structural Equation Modeling (SEM). Traditionally, exploratory techniques have 
been used to provide preliminary scales and assess measurement properties; 
nevertheless, the EFA alone remains exploratory in nature and can be unreliable. 
However, SEM is not necessarily a replacement for EFA; therefore both techniques 


were used in this study to compare the best factor structure of the models. 


The PSI-Long Form is a 101 -item self-reported questionnaire designed to measure 
stress associated with parenting among parents of children younger than 12 years 
of age (Abidin 1983). The measure has two subscales, Child-related Stress sub 
scale-37 items and Parent-related Stress sub scale- 64 (Abidin,1983). The CRS 
domain composed of six (6) sub scales that measures parents’ perceptions of their 
Child-related stress including the child’s demandingness, distractibility, mood , 
degree of reinforcement to the parents, acceptability, and adaptability (eg. My son 
(daughter) is active to the extent of overwhelming me. It seems my son (daughter) 
is easily to get distracted). The PRS or The Parent related Stress domain composed 
of seven(7) subscales that measures parent attachment to the child, sense of 
competence in the parenting role, parental depression, parent health, social 
isolation, restriction in role , and relation with souse (eg. I can tackle anything can 
happen). Respondents scoring less than a raw score of 10 is thought to signify 
either that parents are minimising parenting stress, that they are more competent 


than the average parent and unusually sanguine, or that they do not care enough 
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about the child to feel stressed by the difficult behaviour (Abidin). In this study, the 
mean score for the defensive responding reliability scale was 23 (_5.7) indicating 


valid results for subsequent analysis. 
3.3.6.1.5.2: Scoring System 


The original PSI —Long Form scale consisted of 101 items each item is rated on a 
5- point Likert scale format, ranged from strongly agree (5) to strongly disagree (1) 
. The items of the revised scale range from 1 (strongly disagree) to 5 (strongly 
agree) and has a 5th grade reading level. The expected time to complete the 
questionnaire was between 60 and 80 minutes. The scores were summarized up and 
converted into percentage, then the score, were converted into qualitative variables 
through categorization based on a cut off point of 60%. A- scoring of parenting 
stress regarding either of the child's domains or parent's domains was considered 
high with scores > 60% and low with scores < 60%. B-Total scoring of parenting 
stress regardiding both domains together was considered high with scores > 60% 
and low with scores < 60%. The normal scores range from 175 to 245 with the 
score of 260 and above reflecting a high level of parenting stress where 


professional consultation for the stress is required. 
3.3.6.1.5.3: Ethical Considerations Of The Scale 


Ethical approval was granted by the academic research committee of NEHU, 
Shillong. The purpose, methods, risks, and benefits of the study were explained to 
the participants before they decided to participate. The participants were assured 
that their participation is completely voluntary. Confidentiality of the data obtained 
were assured by assigning an identification number (ID) to the participants, 
attaching the ID number rather than other identifiers to the actual data, and 


restricting access to identifying information. 


3.3.6.1.5.4: Factor Analysis 


The Researcher calculated EFA to summarise data by grouping together variables 
that are intercorrelated. Whereas CFA necessitates the estimation and specification 
of one or more hypothesised models of factors structure, each of which proposes a 


set of latent variables (factors) to account for covariance among a set of observed 
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variables. Moreover, there is a principal difference between EFA and CFA; in EFA 
there is no priori restrictions placed on the pattern of relationships between the 
observed measures and the latent variables; while in CFA, the researcher must 
specify in advance a number of key aspects of the factor model such as the number 
of factors and factor loadings (Brown 2006). In this study, CFA was used to 
evaluate the validity of the PSI among parents of children with disabilities by 
assigning the items to their respective factors according to theoretical expectations. 
However, CFA may follow an EFA and both techniques are considered 


complementary to each other as per the guideline of Munro ( 2005). 
3.3.6.1.6: Results 


The mean value of each sub-scale exhibits the comparative significance among the 
each sub-scales. Regarding the total scores among the thirteen (13) stress sub- 
scales, the highest score was for Relation with the Spouse sub-scale ( 
rs=26.10/35=74.57),whereas the lowest score was for Parents Health 
(ph=14.11/25=56.44%). The highest score among the 101 items was eg. The 


presence of children had increased the cost of living more (4.56 out of 5). 


The mean score and their percentage have been shown below: 
d/h=26.45/45=58.77% 
rp=17.76/25=71.04% 
m=19.09/30= 63.63% 
dm=31.2/45=69.33% 
sos=45.70/70=65.28% 
a=23.14/35=66.11% 
11=20.32/35=58.05% 
d=28.34/45=62.97% 
rs=26.10/35=74.57% 
si=18.03/30=60.1% 
ph=14.11/25=56.44% 


Referring to Table 3.6, we can see the participants score means and standard 


deviations for each item in the 101-item scale. The EFA was performed using the 
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Statistical Package for Social Sciences (IBM Corporation 2012). A principal 
components analysis with Varimax Rotation for the parents of children with 
disabilities was performed with the 101 items in the original PSI —Long Form scale 
and with the modified 65 items. To determine the number of factors to be 
extracted, the Researcher depended on how strongly and cleanly the variables load 
on the factors (Munro 2005). The variable loaded strongly on a particular factor if 
loading -0.40, and was considered clean if the absolute difference between the 
loading was more than 0.20 (Nunnally & Bernstein 1994). Accordingly, non clean 
and or low loading items were deleted from the model (Child-Related Stress 
domain: 11 items , Parents related Stress Domain 21 items ), and two items (ad 26, 
a 63) were re-allocated to the revised version PSI-Long Form scale to fit the 


theoretical meaning and loading criteria. The modified model ended with 72 items. 
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Table 3.6: Means and Standard Deviations (SDs) for the 101 Items of the Parenting Stress Index 


Item # 


Item label 


Child-Related Stress (Six Sub Scales) 


d/h 
d/h2 
d/h3. 


d/h 4. 


d/hS. 


d/h 6. 


d/h 7 
d/h 8 


d/h9 


When my child asks for something, he usually continues in his attempts to get what he wants. 


My son (daughter) is active to the extent of overwhelming me. 

It seems my son (daughter) is easily to get distracted. 

If I compare my son (daughter) to most of the other kids, I find that 

he had difficulty focusing his attention. 

My son (daughter) remains mostly for more than ten minutes playing with a game. 
My son (daughter) spends a lot of time away from home more than I expected. 
My son (daughter) activity is much greater than I expected. 

My son (daughter) shows upset and excessive resistance when 

wearing his clothes or taking a bath. 


My son (daughter) is easily distractible away from thing he is doing. 
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Mean 


2.01 
3.03 
3.06 
4.02 


2.09 

2.38 

2139 
3.48 


3.99 


SD 


1.02 
1.15 
1.31 
1.04 


1.26 
1.17 
1.93 
1.98 


1.78 


Total score for Distraction/Hyperactivity (d/h) Sub Scale 26.45 12.64 


Item # Item label Mean SD 
rpl0. ‘It is rare that my son (daughter) do things to introduce pleasure or satisfaction for me. 3.48 1.02 
rpll. ‘I feel most of the time that my son (daughter) loves me and wants to be close to me. 4.10 1.05 
rp 12 I feel that my child always in a hurry mood. 2.98 1.96 
rp13. Smiling of my son (daughter) to me is much less than I expected. 2.90 1.03 
rp14. | When I do something for my son (daughter), I feel that my efforts are not appreciated. 4.30 1.66 
Total score for rp/ Reinforces Parents (Support of the Child to His Parents) 17.76 6.72 
ml5 Myson (daughter)’s screaming and raves: 3.80 1.62 
(i) much less than I expected 3.92 1.79 
(1i)Less than I expected 4.38 123 
(111)much as I was expecting 2.70 1.90 
(iv)much more than I expected 3.45 123 


271 


(v)This seems to be mostly a case going on with him 

ml6. Which of the following describes your child’s best: 

(i)mostly he/she likes to play with me 

(ii) In some cases, he/she likes to play with me 

(iii) usually does not like to play with me 

(iv) Mostly does not like to play with me 

m17. It’s apparent that my child’s screaming and fussing is more often than most children 
ml8. When playing, my child often do not cheer or laugh 

ml9. Myson (daughter) usually wake up from sleep in a bad mood 


m20. I feel that my son (my daughter) moody and it is easy to become anxious. 


Total scores for Mood(m) Sub Scale 


ad21. Itseems my son (daughter) is a little bit different from what I expected and 

this is something that bothers me sometimes 

ad22. It seems that my son (daughter) to forget what they have learned in the past in some 
areas and bouncing back to do special things for children younger than their age. 

ad23. I think that my son (daughter) doesn’t learn quickly unlike most children 

ad24 - | think that my son (daughter) is not smiling very much unlike most children 


212 


4.56 
3.19 
4.45 
2.56 
3.39 
2.39 
3.40 
1.90 
2.90 
3.40 


18.59 


3.42 


3.47 


3.10 
2.90 


1.98 
Real 
1.94 
1.82 
1.23 
1.87 
1.80 
1.02 
1.25 
1.92 


9.32 


1.98 


1.13 


Loy 
12 


ad25. My son (daughter) does some things that bother me much 
ad26. My son (daughter) does not have the ability to work as much as I had expected 


Total Score for Adaptability (ad) 


ac27. My son (daughter) faces many difficulties in adapting to the changes 

that occur around him/her more than most kids 

ac28 When something my son (daughter) doesn’t like happens, he/she 

has a very strong reaction. 

ac29. The presence of my son (daughter) with other people is usually a big problem. 

ac30. My son (daughter) became annoyed for the simplest things 

ac31. Myson (daughter) easily notice high sounds and bright lights, and 

respond to them more than necessary 

ac32. To build a system in sleep or eating for my son (daughter) was much harder than I expected. 
ac33. Myson (daughter) usually avoids playing with a new toy for some time before he/she 


starts to play with it. 


ac34. It is difficult for my son (daughter) to get used to the new things and it takes him a long time. 


ac35. My son (daughter) seems not satisfied when he meets with people who are strangers 


ac36. When my son (daughter) is in a state of tension or distress, it is: 
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3.90 
2.30 


19.09 


4.12 


3.70 


3.70 


3.20 


3.18 


2.90 
3.80 


27 
Sood 
3.70 


1.95 
1.72 


9.17 


1.77 


1.02 


1.22 


1.18 


1.02 


1.44 
1.02 


1.12 
1.02 
1.60 


a. Easy to calm him down 

b. difficult to calm him down more than I expected 

c.It is very difficult to calm him down 

d. does not help anything I'm doing in calm him down 

c37. Ihave found that when I ask my son (daughter) to do something or 
stop doing something, this demand is: 

a.more difficult than I expected 

b.difficult somehow than I expected 

c.difficult as I was expecting 

d.a little bit easier than I expected 


e.much easier than I expected 


Total score for Acceptability(ac) 


dm38. Your son (daughter) does some things or behaviours that bother you. 


Think carefully and count the number of these things or behaviours, such 
as that he wasted his time or hesitate to his duties, disobey orders or 
directions, compulsive activity, nuisance or interrupts others while 


talking or working, quarrel, moaning and sobbing, etc. 
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3.90 


37.59 


215 


1.78 


14.19 


Ltd 


You have to write the number of these stuff or behaviour as follows: 
a. 1 to3 

b. From 4 to 5 

c. From 6 to 7 

d. From 8 to 9 

e. More than 10 

dm39. When my son (daughter) screams, it usually takes: 
a. less than two minutes. 

b. From 2 to less than 5 minutes. 

c. From 5 to less than 10 minutes. 

d. from 10 to less than 15 minutes. 


e. more than 15 minutes. 


dm40. My son (daughter) does some things or acts that cause a lot of distress and anxiety for me. 


dm41. My son (daughter) is exposed to more health problems than I distress and anxiety for me. 


expected. 

dm42. The older my son (daughter) and the more he/she becomes dependent on him/herself, 
I find myself more concerned that he/she will be exposed to harm or fall in a problem. 

dm43. My son (daughter) became a trouble for me more than I expected. 


dm44. It seems that care of my son (daughter) is much more difficult than most children. 
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Soi 


3.90 
Bid 


3.70 


3.70 
3.77 


1.22 


1.88 
1.66 


1.06 


1.22 
1.02 


dm45 My son (daughter) is always attached to me. 4.12 12 


dm46. My son (daughter) imposes demands on me more than most of other children. 4.19 1.98 


Total Score for d= Demandingness (The Frequent Claim and Urgency) 31.52 13.08 


Parent —Related Stress (Seven Sub Scales) 


soc47. When my son (daughter) was diagnosed with this disease, I was in doubt about my 3.70 1.29 


ability to perform my duties and my obligations as a mother (or father) 


soc48. When I became a father or (mother), this was more difficult than I thought. 3.90 1.98 
soc49. I feel my competence when I take care of my son (daughter) 212 1.09 
soc50. I can not make decisions without help 4.16 1.98 
soc51. I has lot of problems related to raising children more than I expected. 4.10 1.90 
soc52. I feel my success most of the time when I try to make my child do 3.10 1.98 


something or stop doing something 

soc53. Since I got my last son, I found myself unable to give good care 3.70 1.08 
for him as I thought to do, I Need Help 

soc54 Mostly I feel I cannot treat things properly 2.10 1.88 
soc55. When given careful consideration to myself as a mother (or father), I think: 3.12 1.24 
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a. I can tackle anything can happen 

b I can tackle most things sound way to some extent 

c. Although in some cases, I have my doubts in my ability to tackle 

most things, but I find that I can tackle them without any problems 

d. I have some doubts about my ability to handle stuff 

e. I do not think at all that I treat things properly. 

soc56. I feel: 4.10 
a. A Very good mother (father) 

b. Better than most mothers (fathers) 

c.Like most mothers (fathers) 

d.I face some difficulties or problems related to my role as a mother (father) 

e.I’m not that good in doing my role as a mother (father) 

soc57. What is the highest level of education you and your spouse had 2.12 
reached: 

For the mothers: 

a. Primary Education 

b. Elementary education 

c. Secondary education or secondary technical or medium certificate 


d. University education 


pas 


1.86 


1.09 


e. After Graduate University 


soc58. What is the highest level of education you and your spouse had reached: 


For the fathers: 

a.Primary Education 

b. Elementary education 

c. Secondary education or secondary technical certificate or medium certificate 
d. University education 

e. After Graduate University 

soc59. I cannot make decisions without help 


soc60. Ihave a lot of problems related to raising children more than Iexpected. 


Total score for Sense of Competence (soc) 


a61. To what extent is it easy for you to understand what your childwants or needs 


a. Very easy 

b. Easy 

c. Somewhat difficult 
d. Very difficult 


e. I cannot usually understand or I identify what problem he is facing. 
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2.10 


3.17 
4.21 


45.70 


3.90 


1.98 


1.08 
1.98 


22.41 


1.28 


a62. It takes long time from parents to have the feelings of warmth 
and tenderness towards their children 

a63. [expected to have feelings of warmth and tenderness towards 
my son more than I have and this is annoying me 


a64. Sometimes my Child do things bothering me because I feel as if 


I’m just a way or instrument for him 
a65 When I was young, I did not feel comfortable at all that I gave 


birth to a child with chronic disease or to take care of him 


a66. My Child wants and needs me more than what he wants or needs __ from other people. 


a67. The number of what I now have from children is so much. 


Total Score for Attachment (a) 


1r68. I spend most of my life in that joyful work for my Child. 

1169. I find myself gave a lot of my life to meet the needs of my 

children more than I expected. 

rr70. I feel like I impasse because of my responsibilities as a mother(father). 


171. I often feel that he necessary needs for my son (daughter) controls my life. 
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2.90 


3.90 


212 


4.10 


4.10 
2212 


23.14 


2.18 
3.90 


3.90 
2.10 


1.90 


1.23 


127 


1.97 


1.12 
0.98 


Ae 


1.91 
1.32 


1.06 
1.03 


172. Since I gave birth to my son (daughter), I became unable to do 
new and diverse things. 

rr73. Since my child was diagnosed with this disease, I feel in most 
cases that I am unable to work on the things which I like to do. 


174. ‘It is difficult to find a place in our house where I can be alone with myself. 


Total score for role of Restricts (rr) 


d75. When I look at myself as a mother (father), I mostly have a sense 

of guilt or feeling bad about myself. 

d76. I'm not happy by what I bought for myself from clothes in the recent period. 
d77. When my son acts improperly or overly induces a state of agitation or chaos, 

I feel my responsibility for that. As if I did not do anything properly. 

d78. I feel with every time my son does something wrong, that in fact it was my fault. 
d79. Loften feel guilty about the way I feel about my son/daughter. 


d80. There are a few things that make me feel worried about my life. 


d81. I felt sadness and depression more than I expected after knowing my son's disease. 


d82. I feel guilty when I get angry of my Child and that's what bothers me. 


d83. One month after my son was diagnosed with the disease, I 
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2.10 


27 


R97 


20.32 


2.10 


1.90 
339] 


2A2 
2.97 
398 
3.99 
3.12 
4.19 


133 


1.12 


1.37 


9.14 


1.07 


Ly. 
1.28 


1.99 
1.12 
1.72 
1.02 
1.02 
1.92 


noticed that I felt sad and depressed more than I expected. 


Total Score for Depression (d) 


rs84. I've noticed that since my son was diagnosed with the disease, 

my husband (wife) does not give me help as much as I expected. 

rs85. As a sequel of my son’s diseases problems happened in my 

relationship with my husband (wife) more than I expected 

rs86. Since my son/daughter was diagnosed with the disease, I and my 

husband (wife) became no longer share together in doing many things. 

rs87. Since my son/daughter was diagnosed with the disease, I and my husband(wife) became 
no longer spend a lot of time with each other in contrary to what I expected. 


rs88. I lost my interest in sex since my son was diagnosed with the disease. 


rs89. It seems that the problems with relatives have been rising after we got our diseased child. 


rs90. The presence of children had increased the cost of living more than I expected. 


Total Score for Relation of Spouse (rs) 


si91. I feel lonely and without friends. 
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28.34 


3.90 


S97 


221 


3.80 


3.80 


3.86 


4.56 


26.10 


3.20 


12.41 


1.22 


1.23 


1.12 


1.99 


1.04 


1.90 


125 


915 


13 


si92. 
si93. 
si94, 
si95. 


$196 


When I go to a party, I usually expect that I will not rejoice. 
I no longer care of people as I used to do. 


I feel that people who are in my age do not like my company in _ particular. 


When I have problems with the care of my son I can resort to some people for help or advice. 


Since I had children, the chance to see my friends and to make new friends declined. 


Total Score for Social Isolation (si) 


ph97. During the past six months, my health was more affected than 


usual or I had more aches and pains than I have under normal circumstances. 


ph98. I feel that my health is good most of the time. 


ph99. The existence of a child I have, led to changes in my sleep system. 


ph100. I feel that my health is much better than before. 


ph101. Since my son was diagnosed with the disease: 


a I became significantly ill. 


b. I never felt that my health is good. 


c. I didn’t notice any changes in my health. 


Total Score for Parents Health (ph) 
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9m bs) 
2.11 
2.17 
3.70 
3.70 


18.03 


3.90 


230) 
1.29 
2.98 
3.29 
2.90 
3.18 
3.80 


14.76 


98 

1.45 
1.08 
1.88 
1.02 


1 ge 


1.95 


1.20 
1.32 
1.95 
1.69 
ea | 
1.98 
1.12 


8.11 


Referring to Table 3.7, we can see the accounted cumulative variance with the 72 
items PSI scale. As directed by Munro (2005), the researcher utilised The Kaiser— 
Meyer—Oklin (KMO) test to compare the zero-order correlations to the partial 
correlations between pairs of variables. Kaiser (1974) argued that if KMO is greater 
than 0.50 it is acceptable. The KMO in EFA in the study model was 0.91. The closer 
the KMO to one (1), the better the correlations between pairs of variables that can be 
explained by the other variables. The Cronbach’s alphas for the 72-items elven- 
factors model of PSI scale in the current study were estimated as equal or higher than 
the 101-item (See Table 3.8). To examine the multivariate normality of the data 
Analysis of Moment Structure (AMOS, version 21.0) software was utilised 
(Arbuckle 2012). Normality assessment was usually rejected on the ground that the 
ratio of skewness was higher than -1 and/or, kurtosis was higher than -2 (Nunnally & 
Bernstein 1994). The 72 items distribution in the current study was accepted as none 
of them departed from normality. Following the guideline of AMOS analysis 
(Arbuckle 2012), items (observed indicators) were enclosed in rectangles. Factors 
(latent variables) were enclosed in circles, whereas measurement errors were 
enclosed in ellipses. The structural model is identified by eleven interrelated 
constructs ,connected to each other with double-headed arrows representing a pattern 
of intercorrelations. The single-headed arrows leading from the circles to the 
rectangles are regression paths representing the link between the factors and their 
respective set of observed variables; these coefficients represent factor loadings. 
Moreover, the single-headed arrows from ellipses to rectangles represent 


measurement error associated with observed variables. 


Confirmatory factor analysis performed using the estimation method of the 
Maximum Likelihood over the variance-covariance matrix for the three factor model 
through the AMOS 21.0 statistical package (Arbuckle 2012). To achieve model 
identification, regression coefficients of the error terms over the endogenous 
variables were fixed to 1. The CFA was performed in order to determine whether the 
hypothesised statistical model fits the actual data set. A number of ‘goodness-of-fit’ 
statistics were used on the three factor models derived by means of EFA. It is 
recommended to consider a variety of fit indices so that the weakness of a particular 
index iscounteracted by the strength of another (March et al. 1996). The commonly 


used fit statistics include the comparative fit index (CFI), goodness of fit index 
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(GFT), and incremental fit index (IFI), all with a range 0—1 and with values greater 
than 0.90 indicating a good fit (Wang ef al. 1996). The root mean square error of 
approximation (RMSEA) of 0.05 or less indicates a ‘close fit’, while values of more 
than 0.1 justify rejecting the model (Browne & Cudeck 1989). The goodness-of-fit 
indices of the 72-item model were exceeding the 101 -item model in most of the 


indices (Table 3.9). 
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Table 3.7 : Exploratory Factor Analysis of the Parenting Stress Index Scale with the Total Sample (7 = 
120, Items 72 ) 


Principal Components with Varimax Rotation 


Item# d/h rp m ad ac dm soc a rr d rs si ph 
d/h4 82 10 12 * * 6 33 16 Zi # 13 * . 
d/h 81 14 * * * 12 27 16 * 13 33 28 «14 
d/h 5 .79 28 15 12 14 8 13 10 10 12 6 35 * 
d/h8 AE) 7 6 * 14 28 6 * 6 * * 26 7 
d/h2 ae | * 13 * 26 * 8 28 * 12 2] 6 # 
d/d9 me 9 13 f 27 6 12 4 ) * 12 2 IS 
d/h3 62 13 # * 12 6 2 23 * 15 6 * 2 
rp12 . .64 12 5 * 6 15 2 3 23 x 6 * 
rp14 Z .60 * 12 Z 3 12 3 Z 12 * - Z 
rpll 13 ae * e) 6 18 * 7 4 + 6 * 11 
rp10 - 54 12 3 Z fi = - 16 e) 8 
Item# d/h rp m ad ac dm soc a ir d rs SI ph 
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24 


23 


14 


14 


15 


1 


rs87 . 6 ’ 4 6 7 1 8 . 3 61 6 8 


rs88 1 7 2 1 * 4 3 * . 2 60 4 12 
rs85 7 1 . 4 25 6 - 6 - . 56 8 - 
si92 9 2 5 12 4 8 1 0 1 2 6 75 = 
si9 1 5 7 6 . 14 28 6 * 6 8 - 73 7 
si95 * + 1 - 6 . 8 6 * 18 17 66 * 
$196 5 9 13 7 2a 6 1 4 1 3 12 62 iF 
si94 3 1 6 . 14 28 6 . 1 4 + ee - 
ph97 9 8 * 1 14 8 13 10 11 2 6 * 58 
ph99 5 7 6 - 14 9 6 - 6 4 - 6 a7 
phl0ol 2 * 3 * 26 * 1 9 si 4 7 4 54 
ph98 9 19 4 7 - 6 2 4 3 . 8 - mys 


% variance 28.27 23.20 16.08 20.2 22.50 20.78 15.04 34.62 16.63 18.78 38.20 28.29 11.1 
TCV 44.32 20.04 26.29 28.96 32.20 35.27 35.54 38.27 44.27 27.90 34.26 29.20 33.21 


* Ttem loading of <0.10. + Percentage of the variance accounted for each factor. 


Bolded numbers mean that items have adequate loading. 
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Table 3.8: Cronbach’s Alpha, the Reliability for the 2 Sub-Scales in 72 Items and 
the 101 Items 


Model Child related Stress Parent Related Total Scale 
Stress 
101 items 47 items: 0.89 64 items: 0.92 90.5 
72 items 35items: 0.91 37 items: 0.94 92.5 


Table 3.9 : Goodness-of-Fit Indices for Two Models 


Model X2* df.* P* X2/d.f.* GFI* AGFI* CFI*  IFI* RMSEA 
101 items 

3486.7 1784 <0.1 1.954 0.87 0.94 0.92 0.79 0.07 
72 items 

2445.8 1202 <0.01 2.034 0.92 0.98 0.96 0.87 0.07 


* x2/d.f.: relative chi-square. 


GFI, Goodness of fit index; AGFI, Adjusted GFI; CFI, Comparative fit index; IFI, 


Increment fit index; RMSEA, root mean square error of approximation. 
3.3.6.1.7: Discussion On The Results 


In recent years cross-cultural studies have been invited in order to measure the 
experiences of parenting stress in the parents with differently abled children. The 
findings reported in the current study evaluated the applicability of the PSI-Revised 
version scale (72 items) to this group of parents having children with four types of 
disabilities (VI, ID,HI and ASD). The Parenting Stress Index —Short Form is a 
popular tool for measuring stress in parents of children with disabilities, especially 
autism. However, one of the significant advantages of this study was that it had 


examined the psychometric properties of the revised version of PSI-Long Form ina 
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sample of parents of children with four types of disabilities (VI, ID, HI, and ASD) in 
the Indian context. The objective of this study was to validate the PSI-Long Form 
scale for Bengali parents raising children with disabilities using EFA and CFA. The 
result of the current study demanded that the items in the child related stress domain 
of the Revised version of PSI-Long form scale appeared to be more useful for 
assessing the severity of distress among parents of children with disabilities. On the 
other hand, items in the Parent related domain of the original PSI-Long Form scale ( 
120 items) did not establish stability in their structure. As found in the study, all the 
items on the Parents Domain (PD) sub-scale showed high factor loadings ranging 
from 0.46 to 0.80. It again supported the unidimensionality of this sub-scale. At last, 
48 items were deleted from the original PSI-Long Form scale. All the deleted items 
did not load sufficiently with their corresponding factor or any other factors (sub- 
scales) while manipulated in SPSS-18.1 Version. The study also showed the content 
validity of the new factors structure of the PSI-Long Form. The types of differently 
abled children and their severity of difficulties were found to be a significant 
predictors of stress on parents. By using comparative analysis, we can identify 
several factors responsible for the sources of such kind of parenting stress: the 
ambiguity of diagnosis, the severity and chronocity of the disorder, and the problems 
the parents have with their differently abled children’s lack of social skills and 
stereotypic and compulsive behaviours that appear peculiar and interfere with the 
child functioning and learning (Bristol 1984). Thus the perception of the items with 
respect to parental domain and differently abled child’s domain lead to the significant 


difference in the revised version of PSI-SF scale. 


As revealed in the study, the new structure of the eleven factor sub-scales of PSI-LF 
(72 items ) could fit the content validity better than the original structure ( 120 


items). 


The content validity of the revised version of PSI-SF was explained through referring 
to the different sources of parenting stress such as stigma associated with caring for 
a child with disability, seeking informal support from family and friends and leads 
parents to isolate themselves and reduce their recreational and leisure activities 
outside home. A great number of studies verified the factor structure of the PSI-SF 


scales in different cultures. They failed to support its original structure because of the 
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variation in the sample characteristics that were recruited for each study (Whiteside- 


Mansell et al. 2007; McKelvey et al. 2009; Farmer & Peterson2012). 


Parents related Stress domain measured parents’ perception of their own behaviour 
including items such as perceived competence, marital conflict, views of social 
support, and life restrictions. All these aspects of parenting stress were generic 
enough to suit the perceptions of parents having children with disabilities. One of the 
significant delimitation of the current study was that only one study (Cf. Zaidman- 
Zait et al. 2010) had examined the psychometric properties of the PSI-SF among 
parents of children with autistic disorder. Significant delimitations of the above 
mentioned study were also identified carefully. Firstly, 91.4% of the respondents 
were selected from mothers raising children with disabilities. Several studies 
demanded that gender of the parents played a significant factor in order to experience 
a stressful situation along with different aspects of their differently abled child’s 
behaviour (Krauss 1993; Keller & Honig 2004). A study showed that mothers’ stress 
was related to differently abled child’s problematic behaviours as well as with their 
husbands’ mental health. Fathers of the differently abled child’s stress ratings were 
not significantly associated with either (Hastings et a/. 2005). Moreover, mothers of 
children with autism reported higher levels of stress as compared to their fathers 
(Moes et al. 1992; Allik et al. 2006; Dale et al. 2006). In the current study, both the 
two gender (fathers vs mothers of the children with disabilities) were selected to a 
maximum level when assessing parental stress. It offered better understanding for the 
parental stress dynamics (Davis & Carter 2008). Even more balance between fathers 
and mothers of the children having disabilities was achieved, especially for mothers 
it was accounted for 62%. Second, another limitation of Zaidman-Zait et al. (2010) 
study was that the mean age of children was 46.6 months (range = 20.5—72.0 
months). However, greater parental stress had been noticed in case of children with 
autism when they grew older, possibly because of difficult transitional periods the 
parents encountered, like finding an appropriate school (Blacher et al. 2010). As 
found in the study, the perceived levels of stress and predictors of stress might be 
significantly changed with samples of parents of children who are older in age. In the 
present study, the mean age of children was 12.3 year ranging from 22 to 19 years. It 
was expected that the present study had been overcome the difficulties of the work of 


Zaidman-Zait et al. (2010). Nevertheless, the findings of the current study were 
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consistent with the prior works in terms of the stability of the Parental Domain sub- 


scale under original version of PSI-SF scale. 
3.3.6.1.8 : Conclusion, Delimitations And Recommendations 


The researcher found difficulties in following Nunnally & Bernstein’s (1994) 
guideline to determine the sample size when using factor analysis. According to 
Nunnally & Bernstein’s (1994), a minimum of five cases per item are needed to 
determine the sample size for conducting factor analysis. The total number of items 
in the original PSI scale was determined as 101, thus, the sample size should be at 
least 505. The instrument structure indicated that the 65 item scale is valid and 
reliable in measuring the parental stress for parents of children with HI and autistic 
disorder. The goodness-of-fit indices support the stability of the factor structure of 
the PSI 72-item model. In the Principal Component. Analysis with Varimax rotation, 
the 72-item models accounted for satisfactory variances higher than the 101-item 
model variance. The three-factor model was found to be parsimonious, valid, 
reliable, and empirically supported. The results in this study showed that the PSI in 
its 72-item model has endorsed the necessary validity of the scale with parents of 
children with disabilities. Although Bengali people share cultural features with 
Indians in other countries, the generalisability of the findings to all Indian people 
should be carried with caution. Indeed, this was the first study in the Indian context 
which examined the psychometric properties and the theoretical structure of the PSI- 
Long Form with Bengali parents of children with disabilities. It was difficult to 
compare the results with other findings in similar culture. The researcher 
recommended to select the new factors structure of the PSI-Short Form in order to 


examine the stress among parents of children with disabilities in the Indian context. 


3.3.6.2: Measurement Of Family Functioning Of The Parents Having Children 
With Disabilities 


Family functioning of the parents having disabled children was measured using the 
Family Adaptability and Cohesion Evaluation Scales III (Olson, Bell, & 
Portner,1982). This FACES-III scale included 20 items ,each measured using a 5- 
point Likert scale, that cover parental perception of the degree of emotional 


cohesiveness and the degree of adaptability within the family. As narrated in the 
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scale, higher scores indicating greater amounts of the descriptor.( Almost never=1, 


Once in a while=2, Sometimes=3, Frequently=4, and Almost always=5). 


FACES-HI obtained enough internal/consistency values that were fairly high 
(r=0.68) as well as high test-retest reliability (r=0.80). The very low correlation 
between scales (r=0.03) provided that it had sufficient validity to utilise in measuring 
family functioning in the Parents having disabled children. Over 500 research 


projects had already adopted the FACES scales. 


As per the direction of the scale, Cohesion was computed by adding the scores of the 
ten odd-numbered statements. On the other hand, adaptability was computed by 
adding the scores of the 10 even —numbered questions. Both the total scores were 
placed in the corresponding box on the FACES-III_ liner scoring and interpretation 
sheet. Moreover, family type and /functioning was computed by adding the cohesion 


and adaptability score and diving by two. 


It may be noted that Family Cohesion hints at the degree to which family members 
are separated from or connected to their family members. On the other hand, Family 
Adaptability means extent to which the family system is flexible and able to change. 
Family Type/ Functioning were divided under the four heads: extreme, mid-range , 
moderately balanced and balanced. The Researcher utilised this scale in order to 
correlate between the stress pattern of the parents with disabled children and 
therefore to find out their predictors or sources of the stressors. The result of the 
scale again further evaluated while discussing on the Coping Mechanism system of 


the parents with disabled children. 


3.3.6.3 : Measurement Of Parental Social Support 


Parental social support system was measured by a Self-prepared Interview-Schedule. 
The Researcher thoroughly reviewed different scales for measuring Parental Social 
Support system. Say for example, Parental Support Scale developed by Dunst, 
Jenkins & Trevette(1984) including 15 potential sources of support (e.g. family, 
friends, community agencies and other parents of children with special needs). The 


responses were rated on 5-point Likert scale to indicate the degree of helpfulness of 
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each source to the Parents having Children with disabilities. Higher score signify 
greater levels of helpfulness. In the present analysis, support network size and the 


sum of the helpfulness ratings for each source of support were mentioned. 
3.3.6.3.0 : Proposed Framework For Conceptualizing Parental Social Support 


The development of a measure of social support need to be based on a sound 
conceptualization of the underlying or latent construct. Before developing an 
instrument for parental social support among the parents raising differently abled 


children, we must consider how the construct should be best conceptualized. 
3.3.6.3.1: Predictive Role Of Perceived Support 


In the present study, perceived support, a general measure had been recognised as a 
highly predictive of outcomes, specifically with regard to illness severity and mental 
health outcomes among the parents having children with differently abled children. 
Experts viewed that perceived support is ideal for predicting who is at risk but not 
very useful for planning interventions. It is considered a global measure of the 


adequacy of support. 
3.3.6.3.2: Distinction Between Perceived And Actual Support 


There is no clear cut distinction between perceived and actual support while 
assessing them in the context of parenting stress. Most of the literature agreed that 
they are two distinct but highly correlated constructs. However, perceived support 


was viewed as a stronger predictor of health outcomes than actual support. 


3.3.6.3.3: Role Of Social Networks 


The famous sociologist Gottlieb noted, “Social networks can be used to predict how 
rapidly you get support and how diverse that support will be.” Social networks along 
with its modern improvements can be utilised as a great weapon in community 
development. Measures of social networks were not an easy task. These were said to 
be more straightforward to assess and easier for respondents to understand (when 
asked about specific types of problems and life events). They were also considered to 


be less susceptible to cultural bias than perceived support. In the present study, the 
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researcher adopted four stages in order to assess the social network system of the 
concerned respondents : Know community , Establish positions and strategies, Build 


and sustain Network, and Mobilise constituencies. 
3.3.6.3.4: Interpersonal Vs. Institutional Support 


Different interpersonal as well as institutional support including private networks of 
family, friends, and co-workers offer different types of support than public networks 
of institutions, clubs, and community organizations (community centers, churches, 


non-profit groups, etc.) were measured in this study from the respondents. 
3.3.6.3.5: Neighbourhood And Community Resources 


In the present study, perceived social support was recognised as an important 
component from intra- and inter-personal perspectives. In measuring social support, 
the researcher intended to capture supportive aspects of neighbourhoods, 
communities and larger institutional systems. Essentially, one’s use of resources in 
the community is a proxy measure of one’s involvement or engagement with the 


community. 
3.3.6.3.6: Social Capital Perspective 


Social capital concerns fall into the reciprocal social networks. These are the result of 
collective and socially negotiated ties and relationships. It can enable or constrain 
one’s access to resources. In this study, social capital had been linked to a number of 
health outcomes, including self-rated health status, improved mental health, and 
mortality. Several experts also emphasized the role of this conceptualization of social 
support. These suggestions were followed while assessing the social capital 


perspectives in the parents with differently abled children. 
3.3.6.3.7; Community Cohesion And Informal Social Control 


Social support beyond the individual must consider one’s social milieu and the sense 


of connectedness that individuals have to their neighbourhoods. 


3.3.6.3.8: Direction Of Support 
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The provision of support is a very difficult task to assess. It was realised that the 
provision of too much support can be perceived by the individual as burdensome and 
a source of stress rather than support. Referring to Figure 3.1, we can graphically 
illustrate a proposed conceptualization of social support, informed by the literature 
review, expert interviews and the two exemplary projects uncovered during the 


expert interviews. 
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Personal Social Networks S 
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Fig. 3.1 : Exhibit 1. Proposed Conceptual Framework for Social Support 


Measure (Source: www.britishwikipedia) 


As narrated in the proposed conceptual framework of social support among the 
parents with differently abled children, the construct of social support had become 
more multi-dimensional and robust. It did not neglect the traditional ideas of social 
support from a primarily intra-personal and inter-personal basis, involving perceived 
and actual support. Moreover, the more “modern” perspective on the importance of 
social networks of the aforesaid parents were also highlighted. The significance of 
social support also realised within a broader social milieu in which social networks 
were embedded, including the neighborhood and the community. For example, 


perceived social support might well be rooted in the individual parents and their 
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problems in rearing a differently abled children in different social-cultural context. In 
addition, the individual parents was also affected by the ecological context in which 
she/he was living in, such as the neighbourhood and community. The individual 
parents having a children with disability might perceive her/his social support as 
being inadequate to her needs. This might be occurred due to the lack of 
neighbourhood cohesion and the lack of trust and respect in the larger community. 
Additionally, the level of resources in the concerned community, and the parent 
having differently abled child’s knowledge and utilization of such resources, might 
be a vital component to his/her perceived lack of social support. In the conceptual 
framework, the role of social networks as well as social relationships could not be 
neglected. It might be a major issue while assessing the other psycho-social 
phenomena of the aforesaid parents. As such, more diverse and dense social 
networks along with greater resources and closer personal relationships within their 
own community could be indicative of such parents’ social capital. In some cases, 
higher social capital might be shifted to more effective and constructive social 
supports if they found a broader perspective due the impact of globalisation. The 
larger ecological context of social relations need to be encapsulated in this study and 
social support within the prevailing paradigm might be focussed on in order to guide 
current thinking about differently abled children’s development and place-based 


initiatives. 


Referring to Figure 3.2, we can illustrate social support as found among the parents 
with differently abled children in the concerned study from the perspective of 
ecological systems theory, showing the nesting of social relationships within social 


networks. 


The figure highlights the notion of social embeddedness as part of social support 
among the above mentioned parents. In this study, social networks were illustrated 
within larger systems, such as neighbourhoods and the degree to which there were 
constructive. The aspect of functional social networks might be at least partially 
influenced by neighbourhood and community factors, such as the degree of cohesion 
and trust among neighbours of the parents having differently abled children. It might 
be a source of greater collective efficacy that revitalises a place-based initiative’s 


theory of change. Thus, social support was conceptually related to the nature of 
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social factors within the larger community of such parents. Finally, institutions and 
formal systems provided the tangible supports for the parents raising a differently 


abled child and was included in any measurement of social support. 
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Fig. 3.2: Exhibit-2: Social Support from Ecological Perspectives (Sources: 
Wikipedia) 


3.3.6.4: Methodology For Conducting Case Study To Find Out Anxiety 
Symptoms Of The Parents With Differently Abled Children 


3.3.6.4.0 : Introduction 


To find out the anxiety and depressive symptoms of the Parents with disabled 
children, the researcher administered Integrated Social Case Study method which is 
basically a research design than an approach to the collection or analysis of data. As 
social casework involves helping individuals with their problems in social 
functioning through a systematic approach, knowledge of human behaviour , social 
situation, and skills in human relationship was not overlooked during the interaction 
with the Parents with disabled children. The Researcher did not neglected the 


principles of social casework, such as principle of individualization, principle of 
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acceptance, principle of confidentiality , principle of relationship, principle of 
resource utilisation, principle of right of self-determination, principle of self- 
awareness, principle of purposiveness of behaviour, principle of beginning where the 
client is etc. these assertions or statements guide the professional action for 
conducting the aforesaid case study of the Parents with disabled children. Besides, to 
maintain the ethical issues of the case study the Researcher presupposed different 
social values, such as (i) Individual has right to self determination, taking decisions 
about all the matters related to self as long as it does not interfere with the rights of 
the others. (11) Every human has inherent worth and dignity (iii) Every individual is 
the primary concern of the society, has potential for and the right to growth (iv) 
Every individual has to contribute to the society’s development by assuming their 
social responsibility. (v) The individual and society in which one lives are 
interdependent, and (vi) Basic human needs have to be met by services which are not 
contingent upon conformity either to moral behaviour or to race, nationality, religion, 
caste etc. Again the Researcher assumpted that Man is a bio-psycho-social being who 
is in constant interaction with his environment. As all problems in social functioning 
are psycho-social in nature and most are interpersonal as well, the Researcher 
described the total case study as psychological process dealing with psycho-social 


problems as well. 


3.3.6.4.1: Reasons Behind Adopting Case Study Method To Find Out Anxiety 
Symptoms Of The Disabled Children 

1.From the literature it is evident that most of the Parents with disabled children have 
been suffering from different types of anxiety and depression symptoms. But they 
might not be clearly understood the difficult medical terms associated with anxiety 


and depression. 


2.Questionnaire and statistical analysis might possibly not help the Researcher to 
understand the difficult types of psychological problems of the Parents with disabled 
children, as many of them were in a state of chronic condition and could not able to 


express their internal feeling without creating a friendly situation. 


3.Case study allows the Researcher to utilise a wide array of different data sources 
and a number of different analytic strategies. The Researcher here utilised interview, 


checklist, documents, archival records, direct observations, physical artefacts etc. in 
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order to understand the anxiety and depression symptoms of the Parents with 
disabled children. These type of multiple sources of evidences could not be utilised 


through questionnaire techniques. 


4. A case study examines units of analysis that are not drawn from well demarcated 
population. Most of the Parents who were selected as sample for the present study 
felt boredom while filling up their response in the Questionnaire. Even some of them 
refused to fill up the Questionnaire. Problem might arise regarding the response rate 
of the Parents with disabled children if the Researcher utilised the traditional form of 
questionnaire. During the case study session it was noticed that the respondent freely 
exposed themselves and got much enthusiasm to take part in the current study. So 
the adaptation of case study helped the Researcher to increase the ‘transparency’ of 
the study. Geis(1991) states that case study is appropriate for inhospitable population 
that is difficult to reach the traditional methods. Emigh (1997) states that case study 
explores a crucial, deviant, or negative case that will shed light on an established 
theory. Walton (1992) states that case study can be used when an adequate body of 


theory exists , and the relevant hypothesis or control group is therefore unclear. 


3.3.6.4.2: Theoretical Consideration For Adopting Integrated Model Of Case 
Study Design 


The Researcher adopted here Integrated Model of Case Study design in order to find 
the anxiety symptoms of the Parents with disabled children. Integrated Model or 
unitary model is a violent reaction against the traditional model of casework, group 
work and community organization. It is primarily based on the dichotomous 
approach of changing the individual or the situation than focussing on the person- 
situation interaction. It visualises the problems in terms of the methodological skills 
of the social workers rather than in terms of complete assessment of the client- 
situation interaction. It focuses on the size of the client system rather on activities 
utilized by the social worker. Goldstein (1973) plead for integrated model because 
they find a common core of knowledge, skills, and techniques behind these three 
methods of casework, group work and community organization and regard these as 
unnecessary segmentation. The integrated model or the unitary model uses 


knowledge of general systems theory, communication, role, ego psychology and 
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psycho-analytic constructs. Goldstein(1973) mentioned three phrases of an integrated 
model of practice : (i)Role identification phase (ii) Core phase and (iii) Ending 
phase. In the core induction phrase lays emphasis on the clarification, development 
and assumption of the client role concurrent with the identification and evaluation of 
the problem or task. Core phase is that juncture in which change system is stabilised , 
emphasis is placed on problem-solving capabilities, and efforts are directed towards 
resolution and change. The ending phase the terminal phase of service wherein 
resolution of the problem or task is achieved and evaluated. Consideration is given 


on subsequent planning. 
3.3.6.4.3 : Sources Of Data 


The sources of data for this study were parents, blind children and teachers. The total 
number of Parents having disabled children included in the study were eight (8). So 
eight (8) disabled students were selected in the study. Two Parents of the Intellectual 
disabled children were selected from Asutosh Institution for Mentally Retarded 14, 
Rahim Ostagar Road, Kol- 45. Two Parents with Visually Impaired children were 
selected from Calcutta Blind School Behala , Kolkata — 700034. Two Parents with 
Hearing Impaired children were selected from Calcutta Deaf & Dumb School ( 
Madhyamik), Ward-28, Kolkata, State-West Bengal-700009. Another two Parents 
with ASD were selected from Mentaid Special School, 17, Brojen Mukherjee Road, 

Chamrapatti, Behala, Kolkata, West Bengal 70003. Besides, six special education 
teachers and two school directors were interviewed. Two possible participants were 
dismissed due to personal stress ratings obtained in the initial questionnaire. The 
remainder of the questionnaire provided demographic questions related to the study. 
The purpose of the demographic information was to develop a sense of and 
description of the participants in order to increase transferability of findings to other 


persons and populations with similar characteristics. 
3.3.6.4.4 : Tools Used In The Case Study 


The instruments used in this case study study were interview, checklist, documents, 
archival records, direct observations, informal talk ,physical artefacts etc. in order to 


understand the anxiety and depression symptoms of the Parents with disabled 
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children.. An in depth interview (both open and close ended) were carried out with 


parents and disabled students. In addition teachers were interviewed. 
3.3.6.4.5: Procedures Of The Study 


The researcher first contacted teachers and disabled students in the school. With the 
help of disabled students, the researcher contacted parents to get permission from 
them. Then, after the permission is secured, the interview was made in the parents’ 
home by their own choices. Before starting the interviews, parents were informed 
about the objectives of the study and assured their identity will be kept confidential. 
The same is true for the disabled students, i.e. based on the interest of disabled 
students; the interview was made in school. All the interviews (both close ended and 
open ended) were recorded using the tape recorder, all parents and four types of 
disabled children( ID, VI,HI, and ASD) were informed about the purpose of using a 
tape record. Based on their consents all interviews were recorded. The interview for 
parents and disabled students lasted approximately in a range of fifty minute to one 


hour. 
3.3.6.4.6 : Data Analysis 


After collecting the data, the interview made was transcribed and noted on a paper 
based on the code for each interview. Then it was translated from Bengali into 
English. After this, thematic contents were formulated based on the research 
questions. Finally, the information gathered in different ways and places came 
together and analysed under each thematic content and discussed with the findings of 


other related studies. 


3.3.6.5 : Methodology For Studying Depressive Symptoms Of The Parents With 
Disabled Children 


3.3.6.5.0 : Introduction 


This portion deals with the comprehensive understanding of the depression 


symptoms of the Parents having disabled children. A qualitative research design, 
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namely Interpretative Phenomenological Analysis (IPA) was used following 
recommendations from Smith & Eatough (2007) for data collection, data analysis, 
and ethical considerations. Data was collected through semi-structure interview 
based on ‘Life Story Interview List’ developed by McAdams (1995). The Researcher 


adopted Grounded theory model that encompasses four stages of analysis. 


3.3.6.5.1: Rational Of Adopting Interpretative Phenomenological Analysis As A 


Research Design 


This Researcher adopted Interpretative Phenomenological Analysis of the qualitative 
research as a method in order to identify the depression symptoms of the Parents 
with disabled children. In the words of Smith & Eatough (2007), the Interpretative 
Phenomenological Analysis (IPA) is used to elaborate the experiences of individuals 
in minute details and to reveal how they build perceptions about their individual and 
social worlds. Miller (2003) demands that in interpretative phenomenology, there is 
an experience among people with the phenomenon. Motherlls (2006) points out two 
important features of IPA : (i) the implications of written out experiences, and (11)the 
description of phenomenon through perceptions of participants . Those two features 
of IPA, according to Motherlls, help us to define and interpret living experiences. 
Thus, the common meanings underlying the phenomenon that was experienced by 
the participants are discovered. This method is relevant to this study because it 
enabled the Parents with disabled children to express their depression symptoms 
through their daily stories in relation to their children’s conditions from their own 


point of view. 


As per the literature of Smith& Osborn(2007), Interpretative Phenomenological 
Analysis (IPA) is connected to hermeneutics and theories of interpretation. 
According to Smith, Flowers, and Larkin (2009) IPA is “an approach to qualitative, 
experiential and psychological research which has been informed by concepts and 
debates from three key areas of philosophy of knowledge: phenomenology, 
hermeneutics, and ideography” (p. 11). Smith and Osborn (2007) have described 
“TPA has a theoretical commitment to the person as a cognitive, linguistic, affective 
and physical being and assumes a chain of connection between people’s talk and 
their thinking and emotional state” (p. 54). It is assumpted that the interpretive 


phenomenological analysis is nothing but a dynamic process that upholds the inner 
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concept of the life experiences. In this process, the researcher plays an active role. 
The researcher is trying to get close to the participant’s personal world and the 
researcher’s own conceptions are required in order to make sense of that other 
personal world through a process of interpretative activity. Thus Smith (2004) refers 
to “double hermeneutics’ as both he participants and Researcher are trying to make 


sense of their personal and social world. 


Recently, several bodies of research have been conducted on understanding the 
stress, anxiety and depression symptoms of the Parents having disabled children. 
Most of the studies adopted quantitative method and applied different types of 
statistics to make a generalisation. As the challenges of parenting a child with 
disability can be so dissimilar, a qualitative design was chosen to identify the 
individuals’ unique challenges. Besides the use of qualitative research can help the 
Researcher to collect the data in a natural setting. Moreover, phenomenological 
studies are designed to focus on describing the meaning of a lived experience, or 
phenomenon (Creswell, Hanson, Plano, & Morales, 2007). The essence of the lived 
experience is described through what the unique experience is, and how individuals 
experience the phenomenon (Moustakas, 1994). Philosophical assumptions of the 
researcher are set aside and the data is perceived as new information (Moustakas, 
1994). For this study, a phenomenological design was used to investigate the 
personal experiences of the participants (Parents of the disabled children) towards 
their depressive symptoms using Cognitive theory of Depression ( Ellis and 
Bandura). Ellis and Bandura’s Cognitive Theory of Depression was chosen as the 
framework for this study as it provides structure for exploring the depression 


symptoms described in the theory. 


An interpretative or descriptive phenomenological study helps provide insight into 
the participants’ lived experiences to reveal a common understanding or meaning. 
Moustakas (1994) explained that a phenomenological study describes what the 
participants experience using textural descriptions, and how they experience a 
phenomenon through structural descriptions. The textural and structural descriptions, 
when combined, provide an understanding of the essence of the experience (Creswell 
et al., 2007). By using the IPA, the Researcher provided a rich description of the 


depression symptoms the of parents having disabled. Furthermore, Moustakas (1994) 
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identified an transcendental approach as a method to reduce bias and to better 
understand individual experiences by using bracketing and epoche. By using 
bracketing, the Researcher was able to identify personal beliefs and consciously 
remove personal views from the study through the use of reflective note taking and 
journaling. Further bias was reduced through epoche, or by striving to perceive the 


information as if for the first time. 
3.3.6.5.2 : Theoretical Model 


The theoretical model which forms the basis of this study is Grounded Theory, 
specifically, systematic design. Glaser and Strauss (1967) were the first proponents 
of particular this theoretical approach. Grounded theory is a systematic generation of 
theory from orderly and methodological research, rooted in data collection that a 
researcher carefully analyzes. Grounded theory encompasses four stages of analysis. 
The first stage is called open coding. It is a process where the researcher forms 
preliminary categories from data such as interviews, observations, and researcher's 
memos or notes (Creswell, 2005). In this phase, there are also subcategories that are 
formed secondary to the initial categories. The second stage is axial coding. The 
researcher identifies an open ended category as the focal point of the phenomenon 
that is being reviewed and relates other categories to it. The final stage is selective 
coding, a process where Interrelationships of the categories are found and used to 


create a theory. 


The Researcher adopted grounded theory for studying depression symptoms of the 
Parents having disabled children because it represented the steps to create themes 
based on initial coding. The Researcher followed the steps in sequence. After 
collecting and analysing the data, the Researcher used preliminary and secondary 
codes and found themes based on the codes the Researcher assigned. Following a 
grounded theory approach enabled the Researcher to answer research questions to 


the best of his ability. 
3.3.6.5.3: Research Questions 


The research questions are as follows: 
Research Question 1: How do Parents with disabled children experience depression 


in their daily life ? 
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3.3.6.5.4 : Setting 


The setting for data collection was a central location in a Community Hall located in 
Behala, Kolkata. Meeting locations for each participant varied due to the comfort 
level and needs of the participants. For some interviews, the Researcher was able to 


observe the families in their natural environment within their home settings. 
3.3.6.5.5: Participants 


Participants for the study were selected using a combination of purposeful and 
snowball sampling procedures. Purposeful sampling allows the researcher to select 
participants based on select criteria; Creswell (2013) identified purposeful sampling 
as a procedure of choosing participants who can provide information or contribute to 
a phenomenological approach. Therefore, the Researcher used purposeful sampling 
to ensure that participants meet the following criteria for the study: Parents of a 
student identified as having any type of ID, VI, HI and ASD. Additionally, by using 
purposeful sampling, the Researcher ensured maximum variation in types of 


disability in children and cultural diversity in families sampled. 


Demographic characteristics of the Participants are the same as mentioned previously 
while selecting the Participants in studying anxiety symptoms of the Parents with 
disabled children. With approval from the school authority, the Researcher assisted in 
locating potential contacts for the study. The Researcher is a certified special 
educator. Additionally, the Researcher has developed rapport with many parents of 
disabled children for conducting previous works. Parents from at least eight (8) 
different families were used in the study to ensure thematic saturation, as advised by 
Creswell (2013) for a phenomenological study. Ideally, both parents were included as 
participants. Additionally, written informed consent was obtained from each 
participant. The Researcher reviewed the method of research with each participant 
while obtaining consent to ensure each individual thoroughly understood the types of 
research, reason for data collection, and how the data will be used. Participants were 
provided with information on the purpose of the research, and participants were 


allowed to withdraw from the study at any time. 


3.3.6.5.6: The Researcher's Role 
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The Researcher served as the human instrument in the study (Lincoln & Guba, 
1985). According to Patton (1990), the qualifications of a researcher may also add to 
credibility of research. The Researcher obtained a specialist degree in special 
education ( Foundation Course on Special Education from NEHU, Shillong). Being 
the guest teacher of a special school and an Asstt. Prof. of a Private Teacher 
Education college , he has the first-hand experience of tackling difficult situations 
while conducting interviews with the Parents having disabled children. As a special 
education teacher, his mission is to provide the Parents with disabled children 
(students) with the appropriate level of support and guidance needed to ensure each 
student becomes an independent and contributing member of society. The Researcher 
believe his limited experience with students with disability will be beneficial to this 
study. The Researcher used a disability interpretive lens in which a disability is a 
difference, not a defect (Creswell, 2013). As a special education teacher, the 
Researcher have noticed that the meetings, semi structure interviews, focus 
discussion etc. can be very intimidating to parents having disabled children. 
However, the Researcher took special caution to bracket his personal beliefs out 
through reflective note taking to ensure my own experiences with special education 
system and previous professional relationships with parents did not carry over into 


the study. 
3.3.6.5.7 : Data Collection 


Prior to data collection, the Researcher requested and obtained approval from the 
Guide and permission to conduct research in those study areas. . Upon receiving 
informed consent from participants , Parents with disabled children completed a 
short questionnaire (See Appendix-VI). Additional data was obtained using 
timelines, and semi structured interviews. The combination of data collection 
techniques allowed Researcher to use multiple sources of evidences from the 


participants while increase authenticity and credibility through triangulation of data. 
3.3.6.5.8: Questionnaire 


The first data obtained was from a questionnaire. The questionnaire served as a tool 
to obtain informed consent and ensure the participants met the selected requirements 


to be in the study. Therefore, the informed consent was on the first page of the 
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questionnaire and the first item explained the purpose of the study and obtained 
consent from the participants. As possible participants received the invitation, they 
read and completed the demographic questionnaire. The following questions ensured 
the respondents were Parents of children with four type of disabilities. The children 
were studying in special schools as mentioned in previously. Additional ethical 
considerations were made due to the human nature of the study and the emotions or 
stressors that could have risen from reliving experiences. Two possible participants 
were dismissed due to personal stress ratings obtained in the initial questionnaire. 
The remainder of the questionnaire provided demographic questions related to the 
study. The purpose of the demographic information was to develop a sense of and 
description of the participants in order to increase transferability of findings to other 


persons and populations with similar characteristics. 
3.3.6.5.9: Timeline Of Significant Events 


After receiving the questionnaire and prior to interviews, the Researcher asked 
participants to compose a timeline of significant events and explain why those events 
were significant in their lives. The responses on the timeline supported the research 
questions and allowed the Researcher to provide rich descriptions of the significant 
experiences in the parents’ lives. The information on the timeline provided clues to 
the Researcher with a better understanding of the participants’ situations and ensured 
the responses were in the participants’ own words. The Researcher conducted a 
follow up correspondence with each participant (Parents having disabled children) 
with questions that arose from each response. Additionally, information received 
from the timelines guided interview questions and revealed important information 
that was further explored in the interviews. Timelines were used to obtain additional 
written information from the participants. Information obtained from the timelines 
served as descriptive information rather than diagnostic. Timelines were accepted in 
hand written and electronic formats depending on the participants’ level of comfort 


with electronic usage and availability of computer or Internet use. 


Fleischmann (2004) found that Internet correspondence by parents of children with 
disability is an effective tool to convey “the personal perspective of the parents and 
the changes that have taken place in their outlook” (p. 36). Timelines allowed for 


participants to respond at their convenience since it is well established that parents of 
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children with disability have busy schedules. Additionally, it was considered that 
participants might be more comfortable communicating through writing than in 
person. Since the timeline was the first piece of data collection and helped guide 
interview questions, the Researcher received and reviewed responses prior to 
conducting interviews and focus groups. Therefore, the Researcher asked participants 
to complete the timeline within the first 2 weeks of collecting data. If parents did not 
complete the timeline within two weeks, the Researcher sent an email reminder and 
contacted the participant via phone call to see if the participant needed more time or 
had questions. Parents who are illiterate were requested to response manually and in 


this case their spouse or children can help them to complete the response. 
3.3.6.5.10: Semi Structured Interviews 


Interview questions were developed based on Patton’s (1990) qualitative interview 
guide that emphasizes the use of general topics for discussion, which can be 
rephrased by the interviewer rather than following a confining list of questions. 
According to Patton (1990), this approach to interviewing is systematic and 
comprehensible, yet the tone of the interview is comfortable and relaxed. Using 
Patton’s (1990) interview guide, the Researcher outlined topics to be discussed. This 
allowed the Researcher to change wording and question order as needed to keep the 
interviews informal in nature and open to discussion. Questions were open-ended to 
allow for varied participant response. Interview and questionnaire questions were 
reviewed by and piloted with experts in the field. The questions were also piloted 
with a select group of participants to allow for suggestions and feedback. Necessary 


revisions were made to the interview questions. 


One-on-one interviews were conducted with participants to gather direct information. 
Interview questions were designed to address the participants’ needs following the 
framework of Ellia and Bandura’s Cognitive Theory of Motivation. Individual 
interviews consisted of open-ended questions to allow for participant elaboration. 
The researcher facilitated the interview by probing for a thorough conversation to 
maximize understanding and allow the participant to raise new topics to be discussed 
that he could have missed in the interview guide. Additionally, the Researcher 
ensured all topics on the interview guide were covered so information could be 


systematically analyzed. The Researcher added additional questions or prompts 
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during the interview to clarify understanding of participant responses. He also took 


extra precautions to not ask leading questions or influence the responses. 


The interviews took place in a location most comfortable to my participants, such as 
in their homes or in a convenient coffee shop, etc., and each was at least 35 minutes 
in duration. As the Researcher asked each question, he encouraged participants to 
express themselves fully and freely. For example, if participants provided a brief 
response initially, he gently probed them for greater depth, more examples, etc. The 
Researcher never pressed them for information, but let them know that all 
information they provided to him is completely confidential and that they were free 
to be honest in all responses. Throughout the interviews, it was imperative that he 
took extreme caution not to give participants the impression that the Researcher was 
expecting a specific response, or disapproved of their responses, etc., as that could 
have biased their responses and also threaten the internal validity of the study. This is 
one of the reasons the Researcher engaged in at least one practice interview prior to 
conducting the actual interviews. At the end of each interview I thanked my 
participants and gave them the opportunity to ask any questions about the study, or 


about my own experiences as the parent of a child with disability. 


3.3.6.6: Methodology For Exploring Different Types Of Coping Mechanisms Of 
The Parents With Disabled Children As Well As Identifying The Gender 
Differences In Coping Strategies Of Parents With Disabled Children 


3.3.6.6.0: Introduction 


To explore different types of coping mechanisms of the parents with disabled 
children as well as identifying the gender differences in coping strategies of parents 
with disabled children, the Researcher adopted the following design: (1)Study 
Design: (ii) Setting (111) Determining Acceptance error and Confidence coefficient 
(iv)Construction of a self-reported Defense Mechanism Scale for Parents (v) Pilot 


study (vi) Actual study 


3.3.6.6.1: Study Design 


Sil 


The researcher adopted Survey Method with self-reported questionnaire (102) for 
conducting the coping study of the Parents with disabled children. 


3.3.6.6.2: Sample Size & Setting 


For the construction of the self-reported Coping Mechanism Scale for Parents with 
disabled children, the Researcher selected eight (8) Higher Secondary schools 
located at Kolkata, West Bengal West Bengal. For conducting the Pilot study 2 
schools ( 10 Parents ) and for the Actual study 400 Parents with disabled children 
studying in class V-X had been selected. 


3.3.6.6.3: Determining Acceptance Error And Confidence Coefficient 


The subjects were selected randomly for the actual study and Convenience sampling 
technique had been adopted for the construction of the self-reported Coping 
Mechanism Scale. Acceptance Error and Confidence coefficient are 5 % and 95% 
respectively. Data were analysed with the help of MINITAB 17 Version. For the final 
study of coping mechanism the inclusion and exclusion rate of data for Mother with 
disabled children were 95.5% & 4.5% _ respectively( Mothers , N=200, Data 
Included =191, Data Excluded =9). The inclusion and exclusion rate of data for 
fathers with disabled children were 93% & 7% respectively( Fathers , N=200, 
Data Included =186, Data Excluded =14). 


For constructing of a self-reported Coping Mechanism Scale for Parents with 
disabled children, Pilot study and Actual study had been conducted step by step in 


the following way: 


3.3.6.6.4: Construction Of A Coping Mechanism Scale For Parents With 
Differently Abled Children 


3.3.6.6.4.0: Planning 


For measuring Coping Mechanism of Parents with disabled children, development of 
an appropriate scale is vital. It is argued that without comprehensive planning no 
scale can be generated. For better and scientific planning of the work, the chief 


objectives of the scale or Research instrument must be kept in view constantly. 
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3.3.6.6.4.1: Objectives Of Constructing Self Report Coping Mechanism Scale 
For Parents With Differently Abled Children 


The main objective of constructing this self-report coping scale was to study the 
different useful coping mechanism of parents with disabled children. 

In the present chapter, the researcher mainly describes the details regarding the 
techniques of constructing of a research tool, the sample used in the study and the 


techniques of analysis of data required for constructing this scale. 
3.3.6.6.4.2: Characteristics Of The Scale 


In the present study, the researcher desired to make use tool in the form of rating 
scale. There were two parts of tool to use for this study. This tool had two types of 
characteristics: (1) The respondents’ personal information and, (2) The items of 
coping mechanism. This was the tool to enquire about the respondents’ gender, 
educational qualification, category, type of school management, work experience and 
residing area of school etc. This scale was constructed by the researcher. The process 
of constructing the scale started by the researcher studied the aspects coping 
strategies of parents mentioned in different books and research studies. The are 32 
aspects /parameters that included in the scale. Another extra two Parameters i.e. 
Family Adoptation and Cohesion ere added later. The Coping scale in its trial 
section consisting of 102 statements. Each item had five levels of opinion regarding 


their coping strategies..The respondents marked on the basis of 5 point Liker scale. 
3.3.6.6.4.3: Steps To Constructing The Scale 


There were two parts of tool to use for this study. The Likert’s method had been 
used. For constructing the scale, method of constructing the present scale was 
devised by Likert in 1932. According to this method, the following steps were to be 
observed for constructing the scale: 

(i) The first step of constructing the tool, the researcher was to study and procure the 
tools available in the market. The researcher collected the large number of items 
depicting the different aspects of coping mechanism form the past research studies 
and the documents. Then the researcher started to construct many items as possible 


that would measure the coping strategies of parents with disabled children. 
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(ii)The second step was the screening of the items and scaling the items in five 
points: 

“Fully agree”, “Agree”, “Uncertain”, and “Disagree”, “Fully disagree”. 

(111)Prepared the preparation-form of the scale and evaluated the statements in 
preparation form of the scale by the help of guide. 

(iv)Selected the statements for the inclusion in the pilot study. 

(v)Administration of the pilot scale for the purpose of analyzing the statements. 
(vi)Determining the validity, discrimination and reliability of the scale. 
(vii)Administration of the final form of the scale to study the coping style of the 
parents having four types of disabled children. 


3.3.6.6.4.4: Collection And Screening Of The Items 


In the process of collection of items by the researcher three sources namely: (1) 
Existing scale (2) The description of these areas in psychology and available 
literature and documents (3) Discussion with person working in the field, were used. 
For the present investigation the second and third sources was fully utilized. 

The researcher collected the available literature, past research studies and documents 
on coping strategies of parents with disabled children and discussed with the experts 
in the field of education and psychology. On the basis of the past research studies, 
literature, documents and the discussion with experts’ person working in this field, 
the researcher constructed 150 items for the preparation of the scale to measure the 


coping mechanism of parents with disabled children. 


For constructing the items, it was observed that the items depicting the facts should 
not be included in the preparation. The wording of the statement should be simple, so 
that even the beginner can read, and understand the statements. Therefore, the 
complex sentences were avoided as many as possible. Items having two meanings 
may not be selected for the inclusion in the scale. Ambiguous statements were also 


avoided. 


After preparing the items, it is necessary to screen them form the view point of 
wording and whether it depicts coping mechanism.. For this the researcher with the 
help of guide screened the items. Certain items were reworded and some were edited. 


In this way, 150 items were selected to be the pre-pilot form the scale. The items 
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were first prepared in English and then translated into Bengali and Hindi language 


version. Thus the pre-pilot form of the Coping Mechanism scale was prepared. 


Referring to Table No. 3.10, we can see the number of items included in each aspect 
of the pre-pilot from of the scale to measure the coping style of the parents having 
differently abled children. From this Table it can be seen that there were 170 items 
included in the pre-pilot form of the scale to measure the coping mechanism of 


Parents. There were 100 Positive and 70 Negative items. 


Table No.3.10: Number of Items Included in each Aspect of Pre-Pilot form of 
the Scale 


Aspects of Coping Positive Items Negative No. of Items 
(146) Items (46) 
Mechanism Total (170) 
1.Wishful Thinking 6 4 9 
2.Improve Relationships 5 2 7 
3. Logical Analysis 2 2 3 
4. Passive Appraisal 5 3 8 
5.Seek Spiritual Support 2 1 3 
6. Self Efficacy / Protect of the Self 15 3 18 
7. Self-Controlling / Controllability 3 3 4 
8.Positive Reappraisal/ 2 2 4 
9.Seek Relaxing Diversions 5 2 7 
10.Confrontive Coping 2 2 4 
11.Distancing 3 1 4 
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12.Reframing (Positive) 5 
13.Conflict Resolution 4 
14.Seeking Alternative Reward 5 
15.Escape Avoidance 2 
16.Dwell on the Negative 2 
17.Self-Blame 9 
18.Perceived Control 3 
19.Worry 4 
20.Active Avoidance 5 
21.Tension Reduction/ Emotional 7 
Discharge 

22.Restraint Coping /Focus on Solving 8 
the Problem 

23.Seek Professional help 5 
24. Social Action 5 
25 Information Seeking 10 
26.Work Hard and Achieve 3 
27.Physical Recreation/Biology 8 
Focused Coping 

28.Transformation /Positive 7 
Reinterpretation and Growth 

29 Institution Based Coping 7 


3.3.6.6.4.5 : Logical Review Of Items 


316 


For the step of judges’ agreement of the pre-pilot form of the scale to measure the 
coping style of the parents, the list of judges consisted of members from different 
walks of the life like, educational officer, special educator, senior Professor, and 
doctors. The judges were requested to tick mark (v) against the appropriate column 
whether they “‘agree” or Uncertain” or “disagree” with each statement. Keeping in 
mind the statement should measure the leadership style. Beside this, the judges’ 
agreement was carried out under the objectives which are given below:- 

1.To see whether the items can measure the coping style styles of parents. 

2.To see whether there was the consistency between the items and the coping 
strategies of parents with disabled children. 

3. To see whether the instruction of the scale was proper. 

4. To see whether the illustration in the scale was perfect. 


5. To decide the total time would be required to administer the scale. 


In obtaining responses from the judges, the agreements of the judges were quantified 

as follow: 

Responses: 4=Fully agree, 3=Agree, 2=Uncertain, 1=Disagree ,1=Fully disagree 

In all, the 50 judges were selected and booklets were sent to them. Out of the 50 
booklets 35 booklets were received back. Out of these 35 booklets, only 30 booklets 
were found carefully filled in. Hence, the researcher eliminated 5 booklets which 
were filled in carelessly and retained only 30 booklets for further analysis. The list of 


judges whose booklets were accepted is presented in Table No. 3.11. 


3.3.6.6.4.6: Classification Of Item-Booklets Of Coping Mechanism Of Parents 
With Disabled Children 


Tables 3.11 : Item Booklets were distributed among the Judges 


SI. No. Area of Judge Number of Booklets (Accepted) 
1. Educational Officer 5 
2. Special Educator 10 
3 Senior Professor 10 
4. Doctors 5 
Total 30 
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Referring to Table No. 3.11, it can be seen that there were 30 judges who responsed 
the agreement over each items of the scale to measure the coping styles of parents 
with differently asbled children. For finding the general degree of the agreement 
among the judges over each item, the index of item Objective Congruence (IOC) was 
applied. The method of index of Item Objective Congruence (IOC) was calculated 
under the following formula which suggested by 

Phongrat Thaveerat, (1997:117). 

IOC = X/N 

Whereas, 

IOC: means the congruence between the scales objectives and the items in 

the scale to measure the self development of secondary school leaders. 

x: means the total scores of the agreement of judges in each item. 


N: means the total number of judges. 


After the IOC method was applied to be the responses of the judges’ agreement, the 
obtained were compared with the criteria. According to Phongrat Thaveerat (1997: 
117), the items which could be accepted to be the items included in the pilot from of 
the scale should obtained IOC value greater than 1. 


For finding the general degree of the agreement among the judges over 150 items, 


the index of item objectives congruence (IOC) was applied. 


The analysis of the index of item objective congruence (IOC) over each item is 


shown in Table No. 3.12. 


Table 3.12: The Index of Item Objectives Congruence (IOC) of Each Item 


Items N xR IOC ( ==R/N) Level of 
Agreement 

1 30 80 2.66 Accepted 

2 30 20 0.66 Rejected 

3 30 40 1.33 Accepted 

4 30 90 3 Accepted 
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5 30 60 2 Accepted 
6 30 46 1.53 Accepted 
7 30 24 0.8 *Rejected 
8 30 104 3.46 Accepted 
9 30 48 1.6 Accepted 
10 30 8 0.2 *Rejected 
11 30 92 3.06 Accepted 
12 30 42 1.4 Accepted 
13 30 24 0.8 *Rejected 
14 30 104 3.46 Accepted 
15 30 70 2.33 Accepted 
Items xR IOC ( ==R/N) Level of 
Agreement 

16 30 102 3.4 Accepted 
17 30 90 3 Accepted 
18 30 80 2.66 Accepted 
19 30 85 2.83 Accepted 
20 30 21 0.7 *Rejected 
21 30 18 0.6 *Rejected 
22 30 64 2.13 Accepted 
23 30 70 2.33 Accepted 
24 30 60 2 Accepted 
25 30 50 1.66 Accepted 
26 30 40 1.3 Accepted 
27 30 12 0.4 *Rejected 
28 30 66 2.02 Accepted 
29 30 72 2.4 Accepted 
30 30 82 2.73 Accepted 
31 30 20 0.6 *Rejected 
32 30 70 2.33 Accepted 
33 30 90 3 Accepted 
34 30 60 2 Accepted 
35 30 34 1.1 Accepted 
36 30 36 1.2 Accepted 
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37 30 40 1.33 Accepted 
38 30 10 0.33 *Rejected 
39 30 52 1.73 Accepted 
40 30 52 1.73 Accepted 
4] 30 50 1.66 Accepted 
42 30 70 2.33 Accepted 
43 30 60 2 Accepted 
44 30 14 0.4 *Rejected 
45 30 34 1.13 Accepted 
46 30 34 1.13 Accepted 
47 30 104 3.46 Accepted 
48 30 76 2.53 Accepted 
Items N xR IOC ( ==R/N) Level of 
Agreement 
49 30 62 2.06 Accepted 
50 30 90 3 Accepted 
51 30 34 1.13 Accepted 
52 30 20 0.66 *Rejected 
53 30 38 1.26 Accepted 
54 30 72 2.4 Accepted 
55 30 73 2.43 Accepted 
56 30 40 1.33 Accepted 
57 30 40 1.33 Accepted 
58 30 39 1.3 Accepted 
59 30 60 2 Accepted 
60 30 90 3 Accepted 
61 30 20 0.66 *Rejected 
62 30 24 0.8 *Rejected 
63 30 60 2 Accepted 
64 30 60 1.3 Accepted 
65 30 66 2.02 Accepted 
66 30 72 2.4 Accepted 
67 30 42 1.4 Accepted 
68 30 40 1.33 Accepted 
69 30 50 1.66 Accepted 
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70 30 62 2.06 Accepted 
71 30 22 0.7 *Rejected 
72 30 62 2.06 Accepted 
73 30 40 1.3 Accepted 
74 30 60 1.03 Accepted 
75 30 66 2.02 Accepted 
76 30 72 2.4 Accepted 
77 30 90 3 Accepted 
78 30 76 2.53 Accepted 
79 30 74 2.46 Accepted 
80 30 18 0.6 *Rejected 
81 30 36 1.2 Accepted 
Items N xR IOC ( ==R/N) Level of 
Agreement 
82 30 70 2.33 Accepted 
83 30 40 1.33 Accepted 
84 30 60 2 Accepted 
85 30 80 2.66 Accepted 
86 30 42 1.4 Accepted 
87 30 21 0.7 *Rejected 
88 30 46 1.2 Accepted 
89 30 44 1.46 Accepted 
90 30 8 0.26 *Rejected 
91 30 66 2.02 Accepted 
92 30 38 1.26 Accepted 
93 30 44 1.46 Accepted 
94 30 42 1.4 Accepted 
95 30 18 0.6 *Rejected 
96 30 80 2.66 Accepted 
97 30 60 2 Accepted 
98 30 21 0.7 *Rejected 
99 30 50 1.66 Accepted 
100 30 36 1.2 Accepted 
101 30 70 2.33 Accepted 
102 30 12 0.4 *Rejected 
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103 30 50 1.66 Accepted 
104 30 40 1.33 Accepted 
105 30 80 2.66 Accepted 
106 30 85 2.83 Accepted 
107 30 21 0.7 *Rejected 
108 30 40 1.33 Accepted 
109 30 40 1.33 Accepted 
110 30 56 1.86 Accepted 
111 30 32 1.06 Accepted 
112 30 21 0.7 *Rejected 
113 30 48 1.6 Accepted 
114 30 62 2.2. Accepted 
Items N xR IOC ( ==R/N) Level of 
Agreement 
115 30 34 1.13 Accepted 
116 30 44 1.46 Accepted 
117 30 8 0.26 *Rejected 
118 30 66 2.02 Accepted 
119 30 68 2.26 Accepted 
120 30 64 2.13 Accepted 
121 30 48 1.6 Accepted 
122 30 80 2.66 Accepted 
123 30 60 2 Accepted 
124 30 21 0.7 *Rejected 
125 30 56 1.86 Accepted 
126 30 76 2.53 Accepted 
127 30 42 1.4 Accepted 
128 30 34 1.13 Accepted 
129 30 60 2 Accepted 
130 30 80 2.66 Accepted 
131 30 85 2.83 Accepted 
132 30 21 0.7 *Rejected 
133 30 48 1.6 Accepted 
134 30 42 1.4 Accepted 
135 30 70 2.33 Accepted 
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136 30 60 2 Accepted 
137 30 50 1.66 Accepted 
138 30 40 1.3 Accepted 
139 30 24 0.8 *Rejected 
140 30 28 0.9 *Rejected 
141 30 35 1.16 Accepted 
142 30 36 1.2 Accepted 
143 30 18 0.6 *Rejected 
144 30 36 1.2 Accepted 
145 30 70 2.03 Accepted 
146 30 80 2.16 Accepted 
147 30 16 0.5 *Rejected 
148 30 56 1.86 Accepted 
149 30 48 1.6 Accepted 
150 30 8 0.26 *Rejected 
*Rejected (30) Accepted 120 ( Pilot Study) 


From the Table No.3.12, it can be seen that there were 150 items in the pre-pilot 
form of the Coping Mechanism scale. According to the judges’ agreement, the IOC 
index of each items indicated the accepted and the rejected items. There were 30 
items to be discarded from the pre-piloting form of the scale and 120 items were 
selected for the pilot form through the item objectives congruence index (IOC). For 
the final scale of leadership styles, there were another 8 items to be discarded. In the 
way, out of 150 items, 112 items were selected to be included in the final form of the 
scale to measure the Coping Mechanism of parents with differently abled children in 


the present study. 
3.3.6.6.4.7 : Scaling Of The Items 


As it was decided to scale the items on five points, the respondents were asked to 
read the items one by one and put a tick mark under appropriate column with the one 
that they agree. The five columns were provided against each item. The items 
composed of the level of performance as “Fully agree”, “ Agree”, “ Uncertain’, 
“Disagree”, “Fully disagree” for the scale to measure Coping Mechanism of Parents 


with disabled children. This also helped the researcher in scoring the scale, finding 
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out the total scoring by adding score made by the respondents and divided by the 


number of items. 


3.3.6.6.4.8: The Classification Of Items According To Types Of Coping 
Mechanism Of The Parents With Disabled Children 


This was decided to study the Coping style of the Parents with differently abled 
children. There were four types of coping mechanism of the parents have been 
included i.e productive coping, non-productive coping, problem-solving and other 
types. These are again divided into thirty three (32) aspects / parameter namely: 
1.Wishful Thinking( 2 items , Qs No 1-2) 

2.Improve Relationships (6 items , Qs. No 3-8) 

3.Logical Analysis (3 items , Qs. No 9-11) 

4. Passive Appraisal ( 2 items , Qs. No.12-13) 

5.Seek Spiritual Support (3 items , Qs No 14-16) 

6.Self Efficacy /Protect of the Self (6 items , Qs No. 17-22) 

7. Self-Controlling / Controllability (4 items , Qs No. 23-26) 

8.Positive Reappraisal/ Focus on the Positive (4 Items , Qs No. 27-30) 

9.Seek Relaxing Diversions ( 5 items, 31-35) 

10.Confrontive Coping (2 items, Qs. No 36-37) 

11..Distancing (3 items, Qs No 38-40) 

12.Reframing (Positive) (3 items , Qs No 41-43) 

13. Conflict Resolution (3 items, Qs No 44-46) 

14.Seeking Alternative Reward ( 3 items, Qs No 47-49) 

15.Escape Avoidance (2 items, Qs. No 50-51) 

16.Dwell on the Negative (2 items , Qs No 52-53) 

17.Self-Blame (3 items , Qs. No 53-56) 

18.Perceived Control (3 items, Qs No 57-59) 

19.Worry (2 items, Qs No.60-61) 

20. Active Avoidance ( 3 items , Qs No 62-64) 

21.Tension Reduction/ Emotional Discharge (3 items , Qs No 65-67) 

22.Restraint Coping / Focus on Solving the Problem (4 items , Qs No. 68-71) 
23.Seek Professional Help ( 4 items, Qs no. 72-75) 

24.Social Action (3 Items , Qs No. 76-78) 
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25.Information Seeking (5 items , Qs. No. 79-83) 

26.Work Hard and Achieve ( 3 items, Qs. No 84-86) 

27.Physical Recreation/Biology Focussed Coping (4 items , Qs No.87-90) 
28.Transformation /Positive Reinterpretation and Growth (3 items , Qs No 91-93) 
29. Institution Based Coping (3 items, Qs No. 94-96) 


3.3.6.6.4.9 : The Pilot From Of The Scale 


After the step of judge’s agreement the researcher prepared for the pilot from of the 
scale to measure coping mechanism of parents with disabled children. 50 parents ( 25 
respondents) from two special school located at Kolkata district had been selected for 
conducting the Pilot study. The demographic characteristics of the respondents for 
conducting Pilot study has been attached at Appendix-VII. The Table No. 3.13 shows 


the number of items included in each aspects of the pilot from the scale. 


Table No. 3.13 : Number of Items included in each aspect of the Pilot Form of 
the Scale with Disabled Children (Pilot Test=120 Items) 


Aspects of Coping Positive Items | Negative Items | No. of Items 
Mechanism (PI =73) (NI = 39) (Total =112) 
1.Wishful Thinking 2 2 4 
2.Improve Relationships 5 2 7 
3. Logical Analysis 2 1 3 
4. Passive Appraisal 2 1 3 
5.Seek Spiritual Support 2 1 3 
6. Self Efficacy / Protect of 5 3 8 
the Self 

7. Self-Controlling / 3 1 4 
Controllability 

8.Positive Reappraisal/ 2 2 4 
9.Seek Relaxing Diversions 5 2 7 
10.Confrontive Coping 2 2 4 
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11.Distancing 3 1 4 


12.Reframing (Positive) 1 2 3 
13.Conflict Resolution 3 1 4 
14.Seeking Alternative 2 1 4 
Reward 

15.Escape Avoidance 2 0 2 
16.Dwell on the Negative 2 0 2 
17.Self-Blame 3 1 4 
18.Perceived Control 2 1 3 
19.Worry 3 1 4 
20.Active Avoidance 3 1 4 
21.Tension Reduction/ 2 1 3 


Emotional Discharge 


22.Restraint Coping /Focus on 3 2 5 
Solving the Problem 

23.Seek Professional help 2 3 5 
24.Social Action 1 2 3 
25.Information Seeking 4 2 6 
26.Work Hard and Achieve 2 1 3 
27.Physical Recreation 3 2 5 


/Biology Focused Coping 


28.Transformation /Positive 3 2 5 
Reinterpretation and Growth 


29 Institution Based Coping 2 1 3 


Total Percentage (%) 65.17% (PD) 34.82% (NI) 


From Table No. 3.13, it can be seen that there were 120 items included in the scale 
for conducting a pilot study in order to measure coping mechanism of parents with 
differently abled children. There were 73 positively word items where as the other 39 
items were in negatively words. After the judge’s agreement, the selected items had 


been prepared for the pilot form of the scale, on the front page the identifying 
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respondents’ information form was to be sought. Hence, a provision for this was 
made like gender, category of parents, work experience, educational qualification, 
type of residing area of the parents, marital status of the parents etc ( See Appendix - 
VIII). The necessary instructions like the following were given on the front page 


also. 
3.3.6.6.4.10: Instructions 


1. There are 112 items involve in the scale to measure the coping mechanism of 
Parents with differently abled children. 

2. Against each items five columns are given such as “Fully agree’, 
“Agree’,“Uncertain”, “Disagree”, and “Fully disagree”. You have to read items 
yourself,after regarding you have to weight it and decide to what extent you perform. 
Please complete the scale by checking a tick (Vv) mark against it in the appropriate 
column. 

3. There is no correct or incorrect answer to the items in the scale. All of your 
responses will be kept confidential, hence feel free to express your views and 
opinion. 

4. The results obtained from the analysis of the data will be reported. 

5. Anonymously and therefore they will not affect you personally. 


3.3.6.6.4.11 : Selection Of The Sample For Final Form Of The Scale 


After preparing the pilot form of the scale, the researcher administered the scale to 
the sample. The sample was selected in such a way that it should have the 
representation of the total population. Hence, it was decided to follow a random 
method of seeking the sample. Accordingly, 400 Parents of differently abled children 


were selected from Kolkata district of West Bengal. 
3.3.6.6.4.12: Administration Of Scale 


For the pilot administration of the scale, the researcher himself visited two special 
schools located at Kolkata and administered the scale. Previous permission from the 
Principal of the special schools was taken. This was done through the letter. The 


researcher went to meet the special school principals and had an informal talk with 
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them. This was done with a view to take them into confidence and to establishing the 


rapport. The scale was then distributed to the sample. 
3.3.6.6.4.13: Scoring Of Responses On Items 


After administering the scale, the next task was to score the scale according to the 
predetermined scoring key. The key for scoring the scale the scale is as following. In 
case of the Items which depicts a positive opinion, the scoring was done as shown on 


the next page : 


+ __ SCORING ON POSITIVE ITEMS 


5 4 3 2 1 
Fully agree Agree Uncertain Disagree Fully Disagree 


While in case of the Items depicting negative opinion the scoring was done in a reverse order 


that is: 
SCORING ON NEGATIVE ITEMS —_— 
1 2 3 4 5 
Fully agree Agree Uncertain Disagree Fully Disagree 


In this way, the Items which were depicting positive opinion would score 5 to | and 
the negative opinion scored 1 to 5. This data was utilized for the purpose of item 


analysis. 
3.3.6.6.4.14: Item Analysis 


In order to prepare a valid scale, it was necessary to go for item analysis. The item 
analysis of the test had given three kinds of information. It provided the idea about 


the discriminative index, the reliability index and an index of validity. 


3.3.6.6.4.15: Discrimination Of The Items 
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Many techniques have been developed to show the degree to which as item is 
effective in discriminating individuals having most favourable and least favourable 
attitudes on either the total score or some other external criteria. Here the method 
that was adopted by the scale constructor is Cronbach Alfa for item analysis and find 
out the discrimination index. Discrimination of items of Coping Mechanism of 
Parents with differently abled children and the results of the discriminated items is 


shown in Table No. 3.14. 


Table No.3.14: Discrimination of Items of Coping Mechanism of Parents Scale 


Item No. Facility Value Discrimination 
Values 

1 0.45 0.138* 
2 0.70 0.29 
3 0.43 0.35 
4 0.65 0.26 
5 0.67 Ol 
6 0.70 0.29 
7 0.63 0.39 
8 0.60 0.42 
9 0.52 0.16* 
10 0.65 0.38 
11 0.60 0.06* 
12 7s O21 
13 0.49 0.36 
14 0.65 0.37 
15 0.44 O13" 
16 0.47 0.42 
17 0.80 0.42 
18 O37 0.39 
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19 
20 
21 
20 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
Al 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 


0.66 
O77 
0.69 
0.69 
0.70 
0.64 
0.76 
0.69 
0.64 
0.39 
0.53 
0.81 
0.75 
0.70 
0.53 
0.69 
0.77 
0.70 
0.83 
0.60 
0.62 
0.75 
0.60 
0.65 
0.79 
0.75 
0.34 
0.77 
0.90 
Oay 
0.66 
Oy? 
0.79 
0.39 
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0.35 
0.40 
0.35 
G2a" 

0.32 

0.24 

0.40 

0.37 

0.38 

0.14* 
0.29 
O27 

0.23 
OL? 

0.35 

0.17* 

0.38 

0.29 

0.39 

0.35 

0.16" 

0.49 

0.43 

0.2.4 
0.36 

0.37 
0.05* 

0.42 

0.42 
0.39 

0.35 
0.42 
0.35 
0.07* 


53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
64 
65 
66 
67 
68 
69 
70 
71 
q2 
73 
74 
75 
76 
a7 
78 
79 
80 
81 
82 
83 
84 
85 


0.60 
0.74 
0.76 
0.29 
0.84 
0.69 
0.53 
0.31 
0.64 
0.77 
0.80 
0.57 
0.86 
0.87 
0.69 
0.69 
0.70 
0.74 
0.60 
0.62 
0.75 
0.60 
0.35 
0.79 
0.55 
0.64 
0.77 
0.25 
0.64 
0.73 
0.20 
0.57 
0.66 
0.77 
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0.34 
0.44 
0.40 
0.17" 
0.38 
0.34 
0.29 
0.07* 
0.35 
0.42 
0.42 
0.09* 
0.35 
0.40 
0.35 
0.25 
0.23 
0.14* 
0.45 
0.26 
0.39 
0.43 
007 
0.36 
0.37 
0.35 
0,32 
is" 
0.35 
0.42 
0.06* 
0.39 
0.45 
0.30 


86 
87 
88 
89 
90 
91 
92 
93 
94 
95 
96 
97 
98 
99 
100 
101 
102 
103 
105 
106 
107 
108 
109 
110 
111 
112 
113 
114 
i 
116 
117 
118 
119 
120 


0.69 
0.69 
0.80 
0.24 
0.12 
0.74 
0.69 
0.53 
0.61 
0.64 
0.67 
0.53 
0.71 
0.55 
0.50 
0.53 
0.69 
0.57 
0.76 
0.27 
0.69 
0.69 
0.70 
0.74 
0.60 
0.53 
0.62 
0.65 
0.70 
OaF 
0.66 
0.67 
0.69 
0.69 


a32 


O.16" 
0.23 
0.34 
0.12* 
0.37 
0.28 
0.44 
0.29 
0.34 
0.35 
0.42 
0.29 
O27 
O13" 
0.24 
0.35 
0.18* 
0.39 
0.35 
RG 
0.35 
0.25 
0.13" 
0.24 
0.45 
0.38 
0.26 
0.39 
0.43 
0.09* 
0.35 
0.40 
0.35 
0.25 


Note : Items with discrimination index below 0.20 has been removed from our final 


form of coping mechanism scale. ( Total 120-96= 24 items removes). 


From the Table No. 3.14, it can be seen that all the 102 items of the Coping 
Mechanism Scale Of The Parents With Disabled Children had been computed by 
Cronbach Alfa Discrimination Index through MINITAB-17 VERSION computer 
program. The sum of items variance of coping Mechanism of Parents scale was 
90.47 and the total variance of all items was 214.04. The final discrimination Index 
value of Coping Scale accounted for 0.71, which was very high and tool was having 
high reliability. Keeping in mind this point of view, all of 96 Items were selected for 
the inclusion in the final form of the scale to measure the Coping Mechanism of 


Parents with differently abled Children. 


The classification of items included in each aspect of the scale to measure coping 


strategies of parents with disabled children is seen in the Table No. 3.15. 


Table No.3.15: Classification of Items included in Each Aspect of the Scale to 
Measure Coping Mechanism of Parents with Disabled Children (Final -96 


Items) 
Aspects of Coping Order of Items 
Mechanism Total 
Positive Items (59) __| Negative Items (37) | (96) 
1.Wishful Thinking 1 1 2 
2.Improve Relationships 4 2 6 
3. Logical Analysis 2 1 3 
4. Passive Appraisal 1 1 2 
5.Seek Spiritual Support 2 1 3 
6. Self Efficacy / Protect of the 4 2 6 
Self 
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7.Self-Controlling / 3 
Controllability 

8.Positive Reappraisal/ 2 
9.Seek Relaxing Diversions 3 
10.Confrontive Coping 1 
11.Distancing 2 
12.Reframing (Positive) 1 
13.Conflict Resolution 2 
14.Seeking Alternative Reward 1 
15.Escape Avoidance 1 
16.Dwell on the Negative 2 
17.Self-Blame 2 
18.Perceived Control 2 
19.Worry 2 
20.Active Avoidance 2 
21.TensionReduction/ 2 
Emotional Discharge 

22.Restraint Coping /Focus on 2 
Solving the Problem 

23.Seek Professional help 2 
24.Social Action 2 
25. Information Seeking 3 
26.Work Hard and Achieve 2 
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27.Physical Recreation/Biology 2 2 4 
Focused Coping 


28.Transformation /Positive 2 1 3 
Reinterpretation and Growth 


29 Institution Based Coping 2 1 3 


3.3.6.6.4.16: Reliability Of The Scale 


It is very essential to obtain the final evidence of the reliability of the scale. Its means 
should be established; no matter how carefully the scale was planned and prepared. It 
is therefore necessary that this step be performed, to check and its’ results be reported 
to users of the test to enable them to evaluate better. In short a scale must a scale 
must show sufficient evidences of its reliability. A scale without the items of its 
reliability would be of a little value. For the method of estimating reliability there are 
different methods of establishing the reliability of the scale. These are following: - 
(1) Equivalent Method, (2) Test-retest (3) Split-half (4) Analysis of Variance (5) 


Flanagan. 


In the present study, the researcher decided to use the test-retest method of estimating 
the reliability and the consistency of the measurement was checked. The reliability 
by test-retest method is the simplest obvious method of obtaining repeated measures 
for the same individuals of the same ability is to give the same test twice. Researcher 
had selected a sample of 50 Parents of Differently abled children from Calcutta Deaf 
and Dumb School (25 Parents) and Ideal School for the Blind (25 Parents) and retest 
was administered after 2 month interval. Two sets of scores test and retest were 
obtained and coefficient of correlation was computed between two measurements for 
each component of Coping Scale and total score results of test-retest reliability. The 
agreement between the two sets of scores from two applications of the same test is 
determined by means of a correlation co-efficient. The correlation co-efficient was 
computed by the product moment method. The scale to Coping Mechanism of 
Parents with differently abled Children was found the correlation co-efficient (rxy) + 
0.816 and Cronbach Alfa value was found 0.71, it was very high and reliable for the 
coping mechanism scale of this study. The correlation between the test and retest of 


Coping Mechanism Scale are given below: 
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Table 3.16: The Correlation between the Test And Retest of Coping Mechanism 


Scale 
Sample (N) xxXy xx2 Xy2 Co-efficient (r.) Result 
100 6943.20 7295.20 7316.32 +0.816 Positive-Very high 


It is seen in the Table No. 3.16 that the scale to measure the Coping Mechanism of 
Parents with Differently abled Children, had very high but positive correlation co- 
efficient. It means the tool was highly reliable for the measurement of the Coping 


Mechanism of Parents with Differently abled Children. 
3.3.6.6.4.17 : Validity Of The Scale 


Rose and Stanley, (1970) have rightly pointed out: “Although high reliability is no 
guarantee that the test is good, low reliability does not to indicate that it is poor. 
Validity is always the first to be sought in a test and granted that reliability is a 
valuable auxiliary”. In the process of scale construction and standardization, proof 
justification of purpose is known as the scale validation, consequently, validation of a 
test score is always important and significant step in the process of standardization of 


any scales. 


The validity is an important characteristic of the scale. It depends upon the efficiency 
with which it measures that it attempts to measure. In other words it is defined as the 
accuracy with which the scale measures what it claims to measure. The term validity 
and purpose of the test are very closely associated with each other. A scale, which 
fulfils the purpose for which it is designed, is called a valid scale. This led to say that 
a scale to measure the leadership styles of principals should measure the leadership 
styles of principals of secondary schools.Garrett, H.E. (1973) have rightly put it as: 
“The validity of the test or of any measuring instrument depends upon the validity 
with which it measures what it purpose to measure”. And Freeman, F.S (1960) has 
defined validity index as: “An index of validity shows the degree to which a test 
measure what it purpose to measure, when compared with accepted criteria.” 
Freeman suggested that for validating the test, it must be compared with some 


accepted standards or other criteria, which are regarded by experts as the evidence of 
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the traits of ability to be measured by the scale. Consequently, the selection of 


validation criteria is of prime importance in the process of a scale validation. 


The scale constructors often speak of operational validity and functional validity. 
Some constructors speak of empirical and rational validity. All these types of the 
scales are primarily concerned with the relationship between performance on the 
scale and other independently observable facts about the behavior characteristic 
under consideration. There are number of techniques that are described as various 


techniques. Anne Anastasia (1968) has presented them as follows: 


“The validity technique recommendations have classified these procedures under 
four categories, designed as content, predictive, concurrent and construct validity”. 
Out of these four categories of validity the two namely contents and constructs or 
concepts validity are described under the headings of rational validity, by many 
authors, statistical techniques. For this, the set of scores on the present scale is 
correlated with the set of criteria of a similar measure. It means it is correlated with 


some available well-known Chip Scale (Carver ,1989) of similar nature. 


The correlation of the new scale with the existing scale would show to what extent 
the two scales measure the scale behavior characteristics. If the correlation 
coefficient is very high between these two sets, it is inferred that the new scale is 
valid. Since it measure what the criterion scale is supposed to measure. The type of 
evidence just proposed is somewhat circular for this condition is that the criterion 
test must be fully valid otherwise the correlation between two scales would not be 
often dependable and this type of validity would be misleading. For the present scale, 
the construct validity was employed to estimate the validity index by the statistical 
techniques. In the case of determining the construct validity the first task is to define 


that measure. In the present scale, the Coping styles should be defined. 


Thorndike & Hagen, (1957) have rightly explained what the phrase ‘Construct’ really 
means: “Again we are thrown back on rational analysis, but this time we are trying to 
analyze concept and see what is implied by it, rather than to make a catalogue of 
content”. For establishing the construct validity of the present scale, the concept of 
Coping Mechanism translated into 33 different aspects. It was against this analysis 


the researcher should check his own scale to see the construct validity. 
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3.3.6.6.4.18 : Cliff’s Consistency Index Value 


Thorndike & Hagen, (1957) have rightly put: “The analysis and the evaluation are 
now concerned not with content or subject matter acted upon but with the function of 
process that are applied to some content.” For estimating the construct validity of the 
scale to measure the Coping Mechanism of Parents with differently abled Children, 
Cliffs’ consistency was calculated with the help of Minitab-17version and 
Consistency Index Value (C) was found 0.64. From the results of construct validity, it 
can be said that the obtained value defined the accuracy with which the scale 
measure what it claimed to measure. The scale fulfilled the purpose for which it was 


designed. 
3.3.6.6.4.19: Final Form Of The Scale 


After the step of item analysis, it can be said that the scale to measure the Coping 
Mechanism of Parents with Differently Abled Children obtained the high value of 
discrimination, reliability and validity. It helped the researcher to gain confidence for 
the data collection. This let to prepare for the final form of the scale to measure 
Coping style of the Parents. There were 102 items included in the final Coping scale 
to measure the Coping style of the Parents with differently abled Children. 


The classification of Coping Mechanism with respect to their parameters in the final 
form the scale to measure the Coping Mechanism of Parents having differently abled 


Children is shown in Table No. 3.17. 


Table No. 3.17: Classification of Coping Mechanism of Parents with Differently 


Abled Children with respect to their Parameter included in Final Form of the 


Scale 

1.Types of Coping Mechanism Parameters 
2.Appraisal Coping =) 
3.Problem Focused Coping 8 
4.Emotion Focused Coping 14 
5.Occupation and Institution Based Coping 2 


Total 29 Parameters 
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N.B. Another two sub-scales consisting of two Parameter (Family adaptation and 
Cohesion) were added to the main Coping Mechanism scale later during the time of 


final data survey. 


It was further seen that there were 71 positive and 31 negative items were included in 
the final form of the Coping Mechanism scale of the parents having disabled 
children. Now it is considered that the scale fulfilled the purpose for which it was 


designed. 
3.3.6.6.4.20: Construction Of Manual 


The construction of manual for administration of the tool, the work was started with 
the preparation of the tool and then got printed. The researcher designed a schedule 
for data collection. Without proper planning and designing the schedule, it would be 
expensive in terms of money and time to make the data collection feasible. 
Information’s have been collected according to prescribed population and sampling 
of this study by the researcher. Mainly one standardized tool was used. It was 
necessary to determine the procedures or the administration of the tool for sampling 
Parents of each schools.. The researcher had distributed 400 copies of the Coping 
Mechanism Scale among the disabled Children studying in the schools. All the 
respondents returned the questionnaires; only 10 respondents have not returned the 
questionnaires. Therefore, the number of completed questionnaires by any type from 
the respondents was 382 out of 400. It is noted that some respondents did not fill up 
all the items and the Researcher personally consulted with them through their 
mobile no and therefore the researcher himself fill up their responses. The percentage 
of responses of respondents for this study was 95.5% . It is notably that the given 
questionnaire has no time limit for the filling up its responses and do not require 
sitting arrangement of the respondents, to meet the heads for collect the information 
from them. Facing many problems for this, data were collected by the Researcher. 
The researcher had good experiences collecting data from the Parents with 
differently abled Children of concerned region. They gave suitable responses always 


and have cooperated very well. 


3.3.6.6.4.21 : Conclusion 
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The researcher desired to make use tool in the form of rating scale. For this work, the 
scale consisted of 102 statements. Each statement has five levels of opinion 
regarding the Coping styles of Differently abled Children. The Likert method is 
always widely used method in education has been used. In this way, 150 statements 
were prepared and 130 statements were selected to be the pre-pilot form and 102 
statements of the final form of the scale. The statements were first prepared in 
English and then translated into Bengali and Hindi language version for Bengali and 


Behari & Marwari people only. 


After preparing the pilot of the scale, the researcher administered the scale; the 
researcher administered the scale to the sample. The sample was selected in such a 
way that it should have the representation of the total population. Hence, it was 
decided to follow a random method of seeking the sample and all the instructions 


were given in the tool for choose the correct option. 


3.3.6.7: Methodology For Measuring Defence Mechanism Of The Parents With 
Disabled Children 


Methodology for Measuring Defense Mechanism of the Parents with Disabled 
Children had been devised under the following heads : 

(i) Study Design: (ii) Setting (111) Determining Acceptance error and Confidence 
coefficient (iv)Construction of a self-reported Defense Mechanism Scale for Parents 


(v) Pilot study (vi) Actual study. 
3.3.6.7.0 : Study Design 


The researcher adopted Survey Method with self-reported questionnaire for 


conducting the study. 
3.3.6.7.1: Sample Size & Setting 


For the construction of the Defense Mechanism Scale for Parents with disabled 
children, the Researcher selected four Higher Secondary schools located at Purba 
Medinipur district, West Bengal. For conducting the Pilot study as well as the Actual 
study, parents having disabled children had been selected like the study of Coping 
Mechanism of the Parents with disabled children. 200 Parents with disabled children 
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were selected for the construction of the DSMP. 20 Parents ( F=10, M=10) were 
selected for conducting the Pilot study, and 400 Parents with disabled children were 
selected for Actual study. 


3.3.6.7.2 : Determining Acceptance Error And Confidence Coefficient 


The subjects were selected randomly for the actual study and Convenience Sampling 
Technique had been adopted for the construction of the DMSP. 

Acceptance Error =5 % and Confidence coefficient =95% 

Construction of a self-prepared Defense Mechanism Scale for Parents , Pilot study 


and Actual study had been conducted step by step in the following way: 


3.3.6.7.3: Construction Of A Defence Mechanism Scale For Parents With 
Disabled Children 


3.3.6.7.3.0 : Introduction 


Across the literature, we mainly found three modes of measuring defence mechanism 
:Projective techniques, Clinical Rating Systems, Self-report Questionnaires. 
Projective Technique of measuring defences was developed by Miller & Swanson, 
(1960). Clinical Rating System was also a vital mode of measuring defense 
mechanism as advocated by may authors (e.g., Perry & Cooper, 1986; Semrad, 
Grinspoon, & Fienberg, 1973; Vaillant, 1976). Lastly, Self-reported Questionnaire 
were often adopted by several authors ( Cf. Bond et al., 1983; Byrne, 1961; Gleser 
& Thilevich, 1969; Haan, 1965; Joffe & Naditch, 1977; Plutchik, Kellerman, & 
Conte, 1979). 


Freud believed that defenses are complex by nature. When the ‘id’ impulses conflict 
with the ‘superego’ unsatisfied feelings of anxiousness or feelings of anxiety come to 
the surface. To reduce these unpleasant feelings, the ego might use defence 
mechanisms (conscious or unconscious blockage of the id impulses). As conflicts 
between these two structures resulted in conflicts associated with psychosexual 
stages, each method of defense measurement has been presented with significant 
challenges. Historically, both projective techniques and clinical rating systems have 
largely shown questionable reliability (e.g., inter-rater, test-retest), and sometimes, 


validity (Endler & Parker, 1996). In addition, these methods tend to require 
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significant amounts of training, necessitate lengthy periods of time to complete, and 
are thus costly. More recent modes of measurement such as those of Perry and 
Cooper (1986) and the Defensive Functioning Scale (Arnerican Psychiatrie 


Association, 1994) are showing significant improvements in these domains. 


In this study, the researcher constructed a Self -report Questionnaire (32 
questions)for measuring the Defense Mechanism of Parents (Non-Patients). 
Psychometric properties of successive versions of the instrument are described and 
compared to those of the recently developed DSQ-60, French version (Trijsburg, 
Bond & Drapeau, 2003). As there is no research on this newly developed Defense 
Mechanism scale, the present investigation sought to validate it in a sample of 100 
Parents i.e.200 respondents (non-patients). The researcher employed both 
exploratory and confirmatory factor analytic approach to examine the construct 
validity, and reliability was assessed using a measure of internal consistency. 
Furthermore, a unique factor structure dissimilar from most predecessors is 


discussed. 
3.3.6.7.3.1: Theoretical Considerations 


Defense mechanisms have received considerable attention over the past century (e.g., 
Cramer, 1991; Fenichel, 1945; A. Freud, 1936; S. Freud, 1894; Kernberg, 1976; 
Klein, 1973; Vaillant, 1971, 1975, 1976). Sigmund Freud first theorized defense 
mechanisms in 1894 and modified his conceptualizations numerous times over a 
forty year period (e.g., 1894, 1915, 1926). He is credited with theorizing the defenses 
of altruism, displacement, dissociation, distortion, humor, hypochondriasis, 
intellectualization, passive-aggressive behaviour, projection, psychotic denial, 
reaction formation, repression, schizoid fantasy, suppression, and sublimation 
(VaiUant, 1992). Overall, however, Freud devoted notably more attention to other 
psychoanalytic concepts (Vaillant, 1992). It was Anna Freud (1937) who wrote the 
pivotal book on defenses, summarizing her father's work, and shedding considerable 
theoretical insight into the processes. At minimum, A. Freud identified the defenses 


of denial in fantasy, denial in word, and identification with the aggressor. 


Freud hypothesized that when anxiety becomes overwhelming, it is the ego's place to 


protect the person by employing defence mechanisms. Guilt, embarrassment, 
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and shame often accompany anxiety. In the first definitive book on defence 
mechanisms, The Ego and the Mechanisms of Defence (1936), Anna 
Freud introduced the concept of signal anxiety; she stated that it was "not directly a 
conflicted instinctual tension but a signal occurring in the ego of an anticipated 
instinctual tension". The signalling function of anxiety is thus seen as crucial, and 
biologically adapted to warn the organism of danger or a threat to its equilibrium. 
The anxiety is felt as an increase in bodily or mental tension, and the signal that the 
organism receives in this way allows for the possibility of taking defensive action 


regarding the perceived danger. 


More recently, many authors have made significant contributions to the defense 
mechanism literature. However, a review of even the most influential works is 
beyond the scope ofthis paper. Briefmention should be made of Klein (1973), 
Kemberg (1976), and Vaillant (1976), who in sum added another eight defenses to 
those suggested earlier: acting out, anticipation, fantasy, primitive idealization, 
projective identification, psychotic denial, splitting, and omnipotence with 


devaluation. 


Vaillant (1986) summarized the seminal literature on defenses, noting that the 
original insights into these complex mechanisms still hold true today. Namely, that 
they are 1) predominantly unconscious means by which, 2) instinctual urges and 
emotions are managed, 3) considered both adaptive and maladaptive, with the latter 
resulting in psychiatric symptomatology, and 4) conceptualized as being malleable. 
They are proposed to prevent unbearable anxiety from expressing itself at a 


conscious level. 


Despite the extensive theoretical work conducted on defense mechanisms, outlining 
their common features proves arduous in the midst of methodological constraints. 
Moreover, there has been significant controversy regarding the exact nature, number, 
and definitions of the mechanisms (e.g., Brenner, 1981; Haan, 1977; Moos,1974; 
Siegel, 1968; Sjoback, 1973; Wallerstein, 1983). Divergent conceptualizations even 
exist amongst Freudian psychoanalysts, and differences are pronounced when 
comparing European and North American scholarship (Vaillant, 1992). Further 


complications have arisen from the disregard of divergent definitions when 
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employing common defense nomenclature and from treating coping reactions and 


defenses as synonymous (Endler & Parker, 1996). 
3.3.6.7.3.2 : The Assessment Of Defence Mechanism 


For many of the reasons, the empirical measurement of defense mechanisms has 
presented a significant challenge to researchers and clinicians. More rigorous 
methods of measurement did not proliferate until the 1960's (e.g., Gleser & Thilevich, 
1969; Haan, 1963; Weintraub & Aronson, 1962). Three primary modes of measuring 
defenses have been focused upon in the literature: projective techniques (e.g., Miller 
& Swanson, 1960), clinical rating systems (e.g., Perry & Cooper, 1986; Semrad, 
Grinspoon, & Fienberg, 1973; Vaillant, 1976) and self-report questionnaires (e.g., 
Bond et al., 1983; Byrne, 1961; Gleser & Ihilevich, 1969; Haan, 1965; Joffe & 
Naditch, 1977; Plutchik, Kellerman, & Conte, 1979). By virtue of the complexity of 
defenses, each method of measurement has been presented with significant 
challenges. Historically, both projective techniques and clinical rating systems have 
largely shown questionable reliability (e.g., inter-rater, test-retest), and in sorne 
cases, validity (Endler & Parker, 1996). In addition, these methods tend to require 
significant amounts of training, necessitate lengthy periods of time to complete, and 
are thus costly. More recent modes of measurement such as those of Perry and 
Cooper (1986) and the Defensive Functioning Scale (American Psychiatric 
Association, 1994) are showing significant improvements in these domains. 
Nonetheless, self-report measures offer a level of cost effectiveness yet to be attained 


through other methods. 
3.3.6.7.3.3 : Review Of Different Defense Mechanism Scales 


As defense mechanisms are largely unconscious processes (Vaillant, 1994), these are 
not obviously amenable to measurement via self-report questionnaires. In fact, the 
most common critiques of the self-report format center upon validity issues (e.g., 
failure to capture defensive processes, vulnerability to social desirability). According 
to Bond and colleagues (1983), "only a clinical examination could identify 
unconscious processes as they are happening" (emphasis added, p. 334). Clearly, 


clinical rating systems have the advantage of unearthing defensive processes through 
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behavioural observation and inference that may otherwise be unknown to the client 


(Bond, 2004). 


The Defense Style Questionnaire (DSQ) is a frequently used self-report instrument 
for defense measurement (Bond, 2004) and has been translated and validated in 
numerous languages (e.g., Chinese, Dutch, Egyptian Arabic, Finnish, French, 
German, Italian, Norwegian) (Bond, 2000). Originally developed by Bond and his 
colleagues (1983), it was designed to operationalize and assess conscious 
manifestations of defenses. Defense mechanisms were defined as, "not only an 
unconscious intrapsychic process but also behavior that is either consciously or 
unconsciously designed to reconcile internal drives with external demands" (Bond et 


al., 1983, p. 334). 
3.3.6.7.3.3.0: DSQ-81 


The first version of the DSQ was created in 1983 and contained 88 items. However, 
the first document published on the DSQ (Bond et al., 1983) reports on an 81 item 
version; the 88 item was not published until 1989. The defenses measured in the 81 
item questionnaire were derived from five eminent psychodynamic theorists: A. 
Freud (1936), S. Freud (1926), Kemberg (1967), Klein (1973), and Vaillant (1976). 
Statements were selected by clinicians and item to total correlations to reflect 24 
defense mechanisms (each measured by one to six questions). Unlike sorne 
proceeding versions of the questionnaire, respondents answered on a nine point 


scale, with 1 indicating strong agreement and 9 signifying strong disagreement. 
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Table 3. 18: Review of DSQ-81 Validation Studies 


Study DSQ Defenses Participants Factors/Styles Findings 
Version 
Bond, Gardner(1983) 81 24 209 total (111 | 14 defenses loaded on 4 styles (range .54 to | Adaptive style positively, and styles are 
controls, .78) Maladaptive action patterns | negatively correlated with measures of ego 
(6):withdrawal, regression, acting out, | strength and ego development. 
98 patients) Inhibition, passive aggression, Image 
distorting (3): omnipotence, splitting, | All styles were significantly projection 
primitive idealization correlated (range -.28-.39), except adaptive 
with both image distorting and _ self 
Self sacrificing (2): reaction formation, | sacrificing. Maladaptive action was 
pseudoaltruism . Adaptive (3): sublimation, | significantly correlated with both image 
humor, anticipation distorting (.39) and self sacrificing (.37) 
Vaillant, Bond, & Vaillant | 65 15 113 former | Factor analysis was not conducted. Seven defenses measured by theDSQ 
(1986) delinquent correlated significantly range (15-.31) with 
those previously identified by clinician 
assessment . Test-retest reliability of styles 
ranged from .68-.73 
Bond et al. (1987) 88 25; 156 New items presumably forced onto (1989) | AII styles but adaptive correlated(range .23- 
psychiatric out | psychiatric DSQ-81 styles: Maladaptive | .36) with immature rankings on the Defense 
patients action, image-distorting, self-sacrificing, | Mechanism adaptive Rating Scale (DMRS). 
adaptive Maladaptive action negatively 
correlated with DMRS mature 
rankings (.17, p<. 04) 
Andrews, Pollock, & 82 20 403 total Scores discriminated patients from 


20 defenses — on 3 styles (range .32- 


Stewart (1989) 


204 control 


.73) Immature (12): projection, passive 
aggression, acting out, devaluation, 


non patients 


67 family 
practice autistic fantasy, isolation, splitting, | 2 factor solution is adequate, but 3 factors 
clients somatization, denial, displacement, | were retained for interpretability and 
dissociation, rationalization partitioning of neurotic and mature defenses 
142 
psychiatric Neurotic (4): reaction formation, undoing, 
outpatients altruism, idealization 
Mature (4): suppression, anticipation, 
sublimation, humor 
Andrews, Singh, 40 20 712 total 40 items loaded onto 3 defense styles | Test-retest reliability .66 over 4weeks 
& Bond (1993) (range .32-.60) 
Items were forced onto factors from 
388controls Immature (12): projection, passive Andrews and colleagues (1989), and 
aggression, acting out, devaluation, compared. 
autistic fantasy, isolation, splitting, 
somatization, denial, displacement, Correlations were high:97 mature, .93 
dissociation, rationalization neurotic, .95immature 
Coefficient alpha: .68 mature, .58 neurotic, 
67 family Neurotic (4): undoing, pseudoaltruism, | .80 immature 
practice idealization, reaction formation Scores discriminated patients from non 
clients patients. 
255 Mature (4): sublimation, humour, 
Psychiatric anticipation, suppression 
outpatients 
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Bond & Wesley ( 1996) conducted Factor analysis on a group of 111 non patients and 
98 psychiatric patients, resulting in four defense styles: maladaptive action patterns, 
image distorting, self-sacrificing, and adaptive Fourteen defenses loaded satisfactorily 
on these styles (range .54-.78), with two to six defenses comprising each style. The 
reasons the specific defenses were included on the styles are unclear in light of high 
sideloadings and differential cut offs for each factor. Nonetheless, the styles were 
correlated in a manner consistent with a developmental continuum of defense (e.g., 
maladaptive r = -.28, p<.OO/ with adaptive). Convergent validity was established 
with correlations amongst two measures of ego strength (Adaptive style and 
Loevinger's ego development 7 = ./9,p <.01; Adaptive style and Ego strength r = 
.32,p <.001). Furthermore, scores for the defense styles were highest in the patient 
group, save for the adaptive style.These findings are limited as the sample was too 
small for factor analysis (n = 209), scant information was given as to the rationale for 
item retenti on, and neither eigen values nor variance estimates were provided. A 
wide number of items represented defenses, and relatively poor correlations for 
convergent validity were demonstrated. Given the limitations and failure of a 
defenses to load on the factors, it is surprising than significant revisions to the 


instrument were not undertaken. 
3.3.6.7.3.3.1: DSQ-67 


Some authors (e.g., Andrews, Singh, & Bond, 1993) reference the 67 item 
questionnaire as originating from Bond and peers (1983). However, Vaillant, Bond, 
and Vaillant (1986) reported on the 67 item questionnaire. The rationale for usIIng 
this version instead of the 81 item was not explained, nor was the method by which 
the 67 items were chosen (or if they were selected from the 81). Factor analysis was 
not reported, rendering it unclear as to how the style scores were derived. As with the 
81 item version, the number of items representing each defense and style were highly 
divergent (e.g., 42 items for the "immature" defense style including one splitting, 10 
passive aggression; 9 items for "neurotic" defense style including seven reaction 
formation, one displacement; six items for "mature" defenses including two 
suppression, one altruism). The scale was rated from one (strongly agree) to five 
(strongly disagree), and measured 15 defenses. A sample of 131 male former juvenile 


delinquents was recruited from a longitudinal cohort pool. The DSQ's individual 


348 


defenses (referred to as "defense styles" by the authors) correlated significantly 
(range r = .15 - .31) with those identified by clinician assessment 6-10 years 
previously (using Vaillant's life vignette method; Vaillant, 1976). More specifically, 
between 40-100% of DSQ defense statements were significantly correlated with 
seven of the clinically assessed defenses (data was not provided for the remaining 8 
defenses). Oddly, DSQ items purported to measure mature defenses were 
significantly correlated with "mature mechanisms" identified by clinical raters, but 
not negatively with "immature mechanisms." Slightly over half (24) of 42 immature 
defense items negatively correlated with clinical ratings of immature mechanisms. 
The authors interpreted their findings as further establishing the trait-based nature of 
defenses, and showing concurrence between clinician and self-reports of defense use. 
Vaillant’ s defense hierarchy (Vaillant & Drake, 1985) was also verified. A composite 
score for selected DSQ defenses correlated significantly with global mental health (r 
= .48,p <.01) and ego development maturity (r = .35,p< .01) (using the Health 
Sickness Rating Scale; Luborsky, 1962 and Loevinger' s Sentence Completion Test; 
Loevinger, 1976). Bond and colleagues (1989) also reported that 67 items correlated 
with the Defense Mechanism Rating Scale (DMRS; Perry & Cooper, 1986), although 
it is unclear if the items are identical to those reported here. The DSQ-67 is faced 
with many of the same limitations as the DSQ-81, namely, a small sample, and 
minimal reporting on how the scale was derived. A further challenge arises from the 
restricted sample (former male delinquents in their 50's) and lack of generalizability. 
While this study is frequently cited as affirming the validity of the measure because 
of the correlations with observer-rated measures, the strength of the associations is 


questionable. 
3.3.6.7.3.3.2: DSQ-88 


The first article published on the 88 item stems from Bond and colleagues (1989) 
who sought to establish the convergent validity of the scale with the Defense 
Mechanism Rating Scale (DMRS; Perry & Cooper, 1986). This version is sometimes 
referred to as the 78 item (e.g., Andrews et al., 1993) as 10 questions were for a lie 
scale. Bond and colleagues (1989) modified the 81 item version by deleting 14 items 
that had previously failed to load onto any of the four defense styles uncovered by 


Bond and peers (1983). Twenty one items were added to measure anticipation, 
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affiliation, help rejecting complaining, isolation, projection, task orientation, and 
undoing. The authors do not state how many defenses were ultimately measured. 
Factor analytic procedures and results were not reported and it is unclear how the 
styles from the DSQ-81 were retained or how decisions were made to place the new 
defenses onto styles. Significant caution should be exercised when interpreting their 
results as the sheer number of alterations demand new validation and norming 
studies. Clinical ratings of immature defenses on the DMRS correlated significantly 
with the DSQ's maladaptive (r = .36,p <.001), image-distorting (r = .32,p< .001), 
and self sacrificing Cr = .23, p <.001) styles in their sample of 156 psychiatric 
outpatients. The maladaptive defense style was negatively associated with DMRS 
mature defenses (r = - .17, P <. 04). There were no significant relationships between 
DSQ styles and either the image-distorting, neurotic, borderline, narcissistic- 


obsessive, or mature summary defense scales from the DMRS. 


The DMRS action summary scale was significantly correlated with the maladaptive (r 
.31,p<.01), image-distorting (r = .32,p<.01), and self sacrificing Cr = .21,p <.01) 
styles. The disavowal summary scale correlated (r = .18, p<.Ol) with the self- 
sacrificing style. AH but two of the DSQ's maladaptive style defenses correlated with 
those contained within the DMRS immature category. Other individual DSQ defenses 
(neurotic denial, omnipotence/devaluation, projective identification, and splitting) 
were reportedly correlated with DMRS defenses, however,statistics were not 


presented. 


Test-retest reliability was relatively stable in a sub-sample of 39 participants, 
reflecting the trait like nature of defense styles (maladaptive r = .73, image-distorting 
r = .71, self-sacrificing r = .68, adaptive r = .69). There was also an increase in the 
use of the adaptive style (p<.00/), and a decrease in the maladaptive (p <.005) and 
image-distorting styles (p< .003). Overall, the maladaptive and adaptive styles show 
the strongest psychometric properties. While the observer-rated and self-report 
correlations are small, the findings substantiate the notion that people can reliably 
identify the behaviours which are linked to their own defensive processes. Support 


was also provided for both the state and trait nature of defense style. 


The authors offer a number ofvaluable caveats which may account, in part, for some 


of the divergence in the findings between the DSQ and DMRS. They point out: 
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differential numbers of items measuring certain defenses on each measure, low base 
rates for certain defenses, discrepant definitions/operationalization of defenses using 
the same name, and the influence of setting/task on reporting. Without a doubt, these 
limitations, plus those already mentioned impact the strength ofthe DSQ-88 (the 
version upon which a large amount of research has been, and continues to be 


conducted). 
3.3.6.7.3.3.3: DSQ-82 


Andrews, Pollock, and Stewart (1989) modified the 88 item version in an effort to 
attain uniformity with the defense mechanisms contained in the draft glossary 
(Advisory Committee on Defense Mechanisms, 1986) for the DSM, 3rd edition 
revised (DSM-III-R; American Psychiatric Association, 1987). These authors paid 
particular attention to establishing face validity and described item selection 
procedures in detail. They first elicited both Bond and Vaillant to give defense labels 
to the 78 defense items. Examination of the labels revealed a lack of correspondence 
with the DSM-III-R defenses. The items were then examined by five raters who 
determined that 70 items matched DSM-III-R defense definitions. For example, item 
32, which measured withdrawal according to Bond, was relabeled as suppression. 
Two items measuring anticipation (which was not in the glossary) were retained due 
to perceived importance (Vaillant, 1971). Although repression was contained in the 
glossary, an items measuring it on the DSQ were deleted as the construct was deemed 
impossible to measure via self-report. Items measuring intellectualization were also 
omitted due to incongruity in face validity. The 10 lie scale items were not modified. 
This relabeled version was given to three psychodynamically trained professionals to 


refine and further determine congruence with the DSM-III-R defense definitions. 


Consensus between the initial five raters and the psychodynamic professionals was 
reported for 74% of the items, with a K = .75 for style items. Methods for dealing 
with the 26% disagreement were not reported. Task orientation, inhibition, 
withdrawal, pseudoaltruism, intellectualization, help rejecting complaining, 
projective identification, regression, affiliation, and consumption were relabeled or 
omitted. The final scale had 82 items (10 ofwhich were the originallie/social 
desirability items) and was purported to measure 20 defenses. Each defense was 


measured by one to ten items and the scale of 1 (strongly disagree) thru 9 (strongly 
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agree) was retained. It should be noted that they refer to the version as the "72 item" 
in this and subsequent publications (e.g., Andrews et al., 1993). Both the 88 and 82 
item versions were validated in a sample of 413 (204 controls, 142 psychiatric 
outpatients, and 67 individuals being seen by a family doctor). It is unclear whether 
the factor structure was derived from the entire sample, or components there of. Even 
so, Bond's four factor solution was not upheld. Three defense styles were deemed 
appropriate (mature, neurotic, immature) for both versions .On the 88 item version, 
loadings ranged from .38-.52 on the mature factor., .32-.56 on the neurotic, and .31- 
.72 on the immature. A number of defenses had high side loadings (e.g., regression 
loaded highly on both the immature (.38) and neurotic (.36) factors). As with prior 
validation studies, the rationale for retaining defenses which had high side loadings in 


the factor solution was not discussed. 


The newly derived 82 item version had a similar factor structure to the 88. Loadings 
ranged from .36-.55 on the mature factor, .44-.55 on the neurotic, and .32-.73 on the 
immature. Due to high intercorrelations of the neurotic and immature styles, the 
authors proposed that a two factor solution (immature, mature) would also be 
feasible. Three styles were retained for clarity and separation of the neurotic from the 


immature defenses. 


The authors contended that respondents' answers showed wider variance in the 
second half of the questionnaire and therefore proposed a shorter version. No 
statistics were provided to back this observation. Items with the highest correlations 
to the mature and immature styles were examined, and the authors suggested that a 36 
item scale would be comparable to the 72. Correlations between the 82 and 36 were 
good (.98 mature, .78 neurotic, .93 immature). Test retest reliability at 18 months was 
.60 - immature, and 71 - mature (Andrews et al., 1993). Prudence must be exercised 
when interpreting the results for the 36 item as it was not administered; results were 
derived from the 88 datas et. It is possible that the new ordering and deletion of items 
could influence participant responding, and thus, factor structure. Spinhoven, 
Hendrikus, and Abraham (1995) translated the 36 item into Dutch and administered it 
to a sample of 894 participants. Although other translated versions were omitted from 
this paper, their study merits mention due to rigorous methodology. Similar to 


Andrews and colleagues (1989), three defense style factors were revealed (mature, 
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neurotic, immature). This three factor solution accounted for 27-30% of the variance 
in scores amongst patients with a psychiatrie diagnosis and non patients. However, 
the internal reliability of the styles was poor (ranging from .13 to .15), and 
Cronbach's alpha was deemed insufficient for all styles save the immature (.76). The 
correlations between the immature and neurotic were high (r = .45, p<. 0 1) 


suggesting the plausibility of a two factor solution. 
3.3.6.7.3.3.4: DSQ-40 


Outlining inadequacies in the preceding versions of the DSQ, (e.g., items which 
measured symptoms versus defenses, unequal representation of items per defense) 
Andrews and colleagues (1993) created a 40 item version from the 82 and 88 item 
scales. Using a sample of 712 participants, item-to-defense and item-to-factor 
correlations, face, discriminant, and test-retest validity (amongst a host of other 
procedures) were examined to select appropriate items. Thirty four (34) items from 
the original scales were deemed appropriate for the scale's reconstruction, and an 
additional three items were created to measure rationalization and autistic fantasy. 
The resultant scale had two items representing each of the 20 defense mechanisms. 
No lie scale items were retained. Respondents answered on a nine point scale, ranging 
from strongly disagree (1) to strongly agree (9). Scores were derived by calculating 
the mean of the two items measuring each defense, and averaging the items loading 
on each style. Rather than examine defense-factor loadings, the authors chose to 
examine itemto- factor statistics. Three defense styles were revealed, with individual 
items on the mature style loading from .47-.59, .33-.55 on the neurotic, and .32-.60 on 
the immature. Correlations were high with the 82 item (Andrews et al., 1989) on the 
mature (.97),neurotic (.93), and immature (.95) styles. In comparison to prior versions 
of the DSQ, the development of the 40 item appears more rigorous. The instrument 


would be strengthened if convergent validity was established. 
3.3.6.7.3.4: Objectives Of The Construction Of A Defense Mechanism Scale 


The objective of the DMSP were : 1.To make a correlation between Defenses and 


coping styles of parents (non-patients). 


2.To construct a Defence Mechanism scale with proper reliability and validity in 


Indian context. 
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3.3.6.7.3.5: Method Of Constructing A Self-Report Defense Mechanism Scale 
For Parents (DMSP) 


The data were collected from two independent samples : Sample One and Sample 


two. 
3.3.6.7.3.5.0: Sample One 


Participants (n = 200) were selected between February, 2016 and June 2016. Parents 
of 4 Inclusive schools located at Purba Medinipur district ,West Benagal were 
verbally solicited in a parental meeting. No compensation was provided and 
participation was completely voluntary and confidential. The informed consent form, 
the DMSP and a demographics questionnaire were handed out to the students 
studying in class V-XII. Total 5 participants were excluded in the study as they did 
not return the questionnaire. Besides ,two participants were excluded from data 
analysis due to missing more than 50% of DMSP responses. The final sample (n = 
200) included 110 females (55 %) and 90 males (45%). The mean age of participants 
was 23 years (SD = 6.57). Full description of Demographic variables can be found in 
Table No. 3.19. 


Table No. 3.19 : Distribution of Sample for DMSP 


Sl. | Name of the School Total No | No. of Male Female 
No of Participants Responden | Respon 
Students | (Parents) ts dents 
Selected for the 
Sample (N=200) | (110) (90) 
1 Tamluk Hamilton School | 1200 50 respondents 30 30 
(H.S.) 
2 Chatra Kunja Rani Bani | 1100 50 respondents 30 20 


Bhawan(H.S.) 


3 Krisnaganj Krishi | 1300 50 respondents 30 20 
ShilpaVidyalaya(H.S.) 


4 K.T.P.P.High School(H.S.) 1150 50 respondents 20 20 


Total 4750 200 respondents 110 90 
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3.3.6.7.3.5.1: Sample And Sampling Technique 


The sample consisted of 200 respondents only (110 Female and 90 Male) which is 
attached in Appendix-III. Convenience Sampling Technique had been adopted. The 


researcher selected those parents who were willing to participate in this study. 
3.3.6.7.3.5.2: Components Of DMSP 


According to the test constructor , the DMSP includes three (3) components: Image- 


distorting, Affect regulating and Adaptive. 


Table No.3.20 : DMSP along with their Item No. 


Components Code No. 
Psychotic 1 
Immature 2 
Neurotic 3 
Mature 4 


Table No 3.21 : Scoring 


Responses 
Type of item 
POSITIVE 5 4 c) Z 1 
NEGATIVE 1 2 5) 4 5 


3.3.6.7.3.5.3: Classification Of Defense Mechanism 


Defences were classified under the four heads: Appraisal Focused Coping, Problem 
Focused Coping, Emotional Focused Coping, and Occupation and Institution Based 


Coping. 
3.3.6.7.3.5.4: Sample Two 


To examine the factor structure across samples, a dataset from DSQ:60 scale ( a 
French speaking university i.e.FSU in Montreal, Quebec) was obtained. Participants 
were recruited from an Undergraduate class in the fall of 2003 and winter of 2005. 
The students were not compensated and their participation was confidential and 


voluntary. Multiple questionnaires (e.g., the French DSQ-60, measures of 
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alexithymia, coping, etc.) were completed during the participants' free time (e.g., 
outside of the classroom) and were retuned at their convenience. Data regarding non 
responders is not available. Two hundred and seventeen (n = 217) participants 
completed the French version of the DSQ 60. Five participants were excluded from 
the present analysis due to missing more than 50% of DSQ responses. The sample 
used for analysis had 212 individuals, including 135 females (64%), 33 males (16%). 
Gender was not reported for 44 (21 %) of individuals. The mean age of participants 
was 21 years (SD = 3.69). No other demographic variables were available from the 
FSU dataset. There were no differences in age between the DMSP:60 and FSU 
samples after 15 obvious outliers were removed. Gender distribution was equal in 


both samples. 


3.3.6.7.3.5.5: Description Of The DMSP 


It had undergone a test of face validity with four psycho dynamically trained 
professionals. The DMSP was purported to measure the conscious derivatives of 30 
defense mechanisms, with two items per defense. The defense mechanisms assessed 
include: acting-out, affiliation, altruism, anticipation, denial, devaluation of self, 
devaluation of other, displacement, dissociation, fantasy, help-rejecting complaining, 
humor, idealization, intellectualization, isolation, omnipotence, passive-aggressive, 
projection, projective identification, rationalization, reaction formation, repression, 
self-assertion, self-observation, splitting of self, splitting of other, sublimation, 
suppression, undoing, and withdrawal. Respondents answered each of the 60 items on 
a 5 point likert scale with anchors of one (not at all applicable to me) and nine 
(completely applicable to me). Scores for each defense were calculated by taking the 
mean of the two items representing the defense. Style scores were derived by taking 


the mean of the items belonging to each factor scale. 
3.3.6.7.3.6: Results 


3.3.6.7.3.6.0 : Exploratory Factor Analysis 
Principal components analysis with varimax rotation was conducted on the DMSP 
sample (n = 200) using the mean scores for each defense. Orthogonal rotation was 


employed as we sought to unearth factors which were relatively independent of one 
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another. The goal was to see how the 27 individual defenses loaded into factors, 
commonly referred to as defense styles. Eight components had eigen values greater 
than one and together accounted for 56.16% of the variance. Plausible two, three, and 
four factor solutions were revealed. Examination of the scree plot, scree elbow 
curves, (Floyd & Widaman, 1995) and eigen values above two indicated that a four 
factor solution was the most parsimonious. The four rotated components accounted 
for 12.48, 24.49, 9.96 and 10.25 percent of the variance (total = 57.18 %). Table 3.22 
displays the rotated factor loadings and side loadings. Eigen values and variance 
estimates for the rotated solution are provided in the above mentioned Table No. As a 
general rule, loadings above .30 and variance estimates above 50% are consequential 


(Floyd & Widaman, 1995). 


Table No. 3.22: Rotated Variance and Eigenvalues in the DMSP (n = 200) Sample 


Factor | Factor II Factor III Factor IV Total 
Eigenvalue 3.74 3.60 2.99 2.78 13.11 
Variance (%) | 12.48 24.49 9.96 10.25 57.18 


Examination of the four factors revealed that some defenses would need to be 
deleted; some failed to make theoretical sense in their groupings, while others loaded 
poorly, or had high side loadings. Confirmatory factor analysis was conducted to 
further determine the strongest items of the scale and make recommendations for 


refinement. 
3.3.6.7.3.6.1: Confirmatory Factor Analysis 


Now for both the two scales 1.e.DMSP (n=200) and FSU sample (n = 212), the fit 
statistics of four models were compared. The fit statistics for all models are 


mentioned in Table No.3.23. 


Table No. 3.23: Goodness of Fit Indices for AMOS Models between the 
DSMP(n=200) and the DSQ:60, FSU Sample (n = 212) 


BOT. 


Model x2/dfa GFIb IFIc CFI d 


1 2.65 79 .67 .67 
2 2.50 82 75, 75 
3 2.65 85 17 .76 
4 2.93 85 Et 76 
5 2.92 87 79 79 
5 DMSP (n=200) 2.77 91 79 79 


4 Chi-square adjusted for degrees off reedom, ® Goodness-of-fit index, © Incremental 


fit index, ? Comparative fit index 


As with the exploratory analysis, the mean score for each defense was used. In model 
one, defenses with factor loadings less than .45 in the exploratory analysis were 
dropped (n = 7 - idealization, devaluation of other, denial, withdrawal, repression, 


reaction formation, and affiliation). 


In model two, three defenses (suppression, rationalization, and omnipotence) were 
dropped due to their standardized regression weights (-.001, .15, and .19, 
respectively). The defenses of displacement, devaluation of self, and undoing were 
dropped from model three for theoretical reasons. Similarly, acting out and passive 
aggression were omitted in model four based on theory. Altruism was dropped in the 
fifth model due to its regression weight in model four (.34). Fantasy was retained 
despite high side loadings for theoretical reasons, leaving the final model with 14 


defenses and 28 items. 


In the scale, we examined various fit indices: goodness of fit index (GFI), incremental 
fit index (IFI), and the comparative fit index (CFI). The fifth model proved to be the 
best fitting for a combination of empirical and theoretical reasons: x2/df= 2.92; GFI= 
.87; IFI= .79; CFI= .79. Although the x2/ df increased from the first to fifth models 
(2.48 to 2.92), the value was still under three, which is considered acceptable (Hinkin, 
1998). Further, the values for the CF |, IFI, and GFI were closest to one in this last 
model, indicating the most robustness (Hinkin, 1998). Comparable fit statistics were 
found in the ESU sample. Table No .....contains the factor loadings for both the 
DSQ:60 ,FSU Version and DMSP samples. 
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Table No. 3.24 : Standardized Regression Weights in the DSQ:60, FSU (n = 212) 
and DMSP (n = 200) Samples (Final / accepted table ) 


Defense (n = 14) Number | Factor 1 Factor 2 Factor 3 | Factor 4 
of Items | Psychotic Immature | Neurotic | Mature 

.62 
51 
50 
58 


1.Denial 

2.Delutional Projection 
3.Distortion 

4. Splitting 

50 
52 
.62 
.63 
2 


5.Acting Out 
6. Projection 
7.Schizoid Fantasy 


8. Idealization 


WoW WwW WwW BP Ww Ww W W 


9. Introjection 


10.Projective 


aN 


Identification 63 


54 
58 


12. Somatisation 

13.Passive Aggression 
.70 
65 
67 
.76 
2 
.68 
ese 
56 


14. Displacement 
15.Dissociation 

16. Intellectualization 
17. Reaction Formation 
18. Repression 

19. Isolation 


20.Rationalisation 


Ww Ww WwW WwW Ww WwW Ww WwW WwW WW 


21.Regression 

22. Upward and 
downward 

Social Comparisons 
58 
2 
67 
64 
54 


23 Altruism 
24.Anticipation 
25. Sublimation 


26. Suppression 


WwW Ww WwW Ww WwW 


27. Humour 


209 


Note. Each column contains standardized regression weights in the DSQ:FSU:60 


and DMSP samples respectively 
Intercorrelations of the factors are shown in Table No.3.25. 


Table 3.25 : Cronbach's Coefficient Alpha Values for the Defense Mechanism 


Combined DMSP sample DMSP;60, FSU 
Samples 


(DMSP and DSQ;60,FSU) 


(n=412) (n = 200) (n= 212) 
Type 1 Psychotic  .54 58 .60 
Type 2 Immature 64 .66 .62 
Type 3 Neurotic .68 68 77 
Type 4 Mature .61 poy) a 


In the final model, the third factor is best described as the neurotic style as per their 
interconnections of factors loading in the program and is comprised of Qs. No 14 to 
22 (Displacement to upward and downward socil comparison). Second important 
factor contained the immature defences. The third important factor contained 
psychotic or pathological defences. Fourth important factor contained mature 
defences as per their interconnections of factor loading in the computer software 


program. 
3.3.6.7.3.6.2: Reliability 


Internal consistency reliability of the three styles was assessed in the DMSP , DSQ: 
(FSU), and combined sample using Cronbach's coefficient alpha. This is shown in 


Table No.3.26. 


Table No. 3.26 : Correlations of Defense Mechanism in the DMSP(n = 200), 
DSQ:60 ,FSU Version (n = 212), and Combined Sample (n = 517) 


Psychotic Immature Neurotic Mature 
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Psychotic . 14*, -44**, 54% 51**,.16*, -26* 


Immature SO**, SO**, SARK 1D ** 33 ** - 20** 
Neurotic . J5O0**, SOK, 54 -.02, -.24**, --12** 
Mature ‘ 12*, -.33**, --20**  -.02, -.24**, --12** 


**y<,OOI, *p<.005 


Note. Correlations are displayed from left to right in the DMSP , DSQ:60 FSU 
version , and combined samples, respectively. So the internal consistency of the affect 


regulating style (ex = 0.72) was deemed fair. 
3.3.6.7.3.7: Discussion 


Exploratory factor analysis revealed a three factor solution, yet not all items loaded 
satisfactorily. Confirmatory factor analysis was used to find the best empirically and 
theoretically cogent groupings. Defenses conceptualized as more adaptive were 


opposite those considered maladaptive. 


The first factor fit well into the conceptualization of Bond and colleagues' (1983) 
second factor in that the five defenses are primarily of an image distorting nature 
(help rejecting complaining, splitting of self/other, projection, and projective 
identification). The researcher employed the same name as it seemed most fitting, 
however, the styles only had one defense in common (splitting). Overall factor 
loadings were similar, ranging from .48-.71 in our study, and .54-.78 in Bond's. Two 
defenses (projection and splitting) were shared between our image distorting style and 


the immature style of Andrews and colleagues (1993). 


The second factor, comprised of intellectualization, dissociation, isolation, and 
Schizoid fantasy was reasoned to be an affect regulating style. Curiously, none of 
these defences clustered together in the works of Bond or Andrews and we appear to 


have uncovered a unique pattern of defense use. It is possible that this defense style 
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was revealed due to our use of exploratory and confirmatory analysis, and in-depth 


consideration of theory. 


The third factor consists of healthy defenses: sublimation, self observation, upward 
social comparison, anticipation, and introjections. This adaptive style is highly similar 
to that of Andrews and colleagues (1993), whose mature factor contained 


sublimation, humour, anticipation and suppression. 


There are numerous other similarities between our findings and those of other 
authors. Only 16 of the 30 defenses were retained in our factor analyses. Similarly 
large numbers of defenses with inadequate loadings and theoretically inconsistent 
groupings have been reported elsewhere. For example, just 14 of 24 defenses from 
the DSQ-81 were retained after exploratory factor analysis (Bond et al., 1983). 
Further, defences which perform well in factor analysis do not always reliably cluster 
together within styles. Internal consistency was acceptable (.80) only for the 
immature style of Andrews and colleagues (1989). In general, the most unhealthy 
styles exhibit greater stability (e.g., Andrews et al., 1989, Bond et al., 1983, Flannery 
& Perry, 1990). Our most unhealthy style had poor reliability (.64). Reliability for 


the affect regulating style can be considered adequate (.72) for research purposes. 
3.3.6.7.3.8: Strength Of The DMSP 


The strengths of the scale lie in the use of both exploratory and confirmatory factor 
analysis in two sufficiently large, non patient, linguistically diverse samples. Every 
effort has been made to make our analytic approach explicit and replicable while 
detailed reporting has been used to illuminate our rationale for retaining specific 
defenses on each factor. Empirical and theoretical criteria were used for the factor 
analyses, and special attention was given to examination of the factor loadings, side 
loadings, eigenvalues, and seree plot. In contrast to many studies, internal consistency 


and inter correlations for the styles have been reported. 


Multiple paths appear fruitful for future research. First and foremost, the results of 
both the exploratory and confirmatory factor analyses suggest that a number of 
defense items need to be revised, or that the defenses themselves need to be removed 
from the scale. Less than half(14) of the 30 defenses loaded appropriately onto the 


styles, leaving 16 defenses (and 32 items) to be reassessed. At this stage, it would be 
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poor practice to administer this scale. An iterative approach should be taken to revise 
the poorly performing defenses and to conduct pilot testing on new items. It is crucial 
that all defenses perform well on the scale given the importance of making the DMSP 


consistent with the DSM-IV. 


Criterion validity is presently being established by examining overall defensive 
functioning and defense style scores between the DSQ:60, French Version and 
DMSP sample. Others could improve ecological validity by using treatment seeking 
populations. Defense loadings and styles may vary in a clinical sample given the low 
base rates of certain defenses. As the recommended sample size of 200 for 
confirmatory factor analysis was narrowly met (Hoelter, 1983), new studies could 
employ larger, more diverse samples (including equal numbers ofmen and women). 
As defences are elicited by adversity, current levels of life stress should be measured 
for covariance purposes. Finally, further work should be conducted in the areas of 
predictive, test-retest reliabilities, and concurrent and discriminant validity, with 
particular focus on other self report measures of defenses and the DFS of the DSM- 


IV. 
3.3.6.7.3.9: Limitations Of The DMSP 


1.There were various limitations to our results. Despite theoretical congruency 
amongst the derived defense styles, some psychometrie properties are questionable. 

2.Internal consistency reliabilities were generally poor and the styles were highly 
correlated. It is possible that despite rigorous back translation procedures, the French 
and English versions might have contained different meanings (which may explain, in 
part, different alpha levels between the groups). In addition, the nine point scale used 
for answer selection was known to make discrimination amongst choices difficult 


(Clark & Watson, 1998). 
3.3.6.7.3.10: Suggestions For Removing The Defects Of DMSP 


A shorter scale and use of the Spearman-Brown test extension formula 
(Nunnaly,1978) to determine the adequate number of items per style may improve 


reliability of the study. 
3.3.6.7.3.11 : Conclusion 
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The results of the present investigation indicated that this Self-prepared Scale for 
measuring Defence Mechanism of Parents i.e. DMSP ( Non-Patients) was a promising 
new instrument. In line with prior research, three main factors were uncovered which 
appear to lay on a continuum from maladaptive to adaptive. Defense loadings and 
internal consistency scores for the styles were largely consistent with other findings. 
Conversely, the composition of the three factors diverged noticeably from those found 
in other studies. The affect regulating style appeared unique and warrants further 


examination. 
3.3.6.7.3.12: Pilot Study For Defense Study 


A pilot study was carried out on 20 ( Fathers =10, Mothers =10) of the disabled 
children. They were selected randomly to test tool clarity, feasibility, time needed to 
fill and understanding of the study tools. The results of pilot study revealed that the 
tools were clear and applicable. These subjects were excluded from the actual study 


subjects. 
3.3.6.7.3.13: Actual Study 


The questionnaire was hand delivered to each study subject at the identified study 
setting. The data was collected for a period of four months ( March-June, 2016). The 
researchers met the Parents with disabled children in the Parents-Teachers meeting at 
the schools campuses individually in the break during morning shift to explain the 


purpose of the study and then provide instructions regarding answering the study too. 


3.3.6.8: Methodology For Measuring Emotional Control Strategies Of The 
Parents With Disabled Children 


3.3.6.8.0 : Introduction 


A subsequent number of articles had claimed that parents raising differently abled 
children experienced problems with reference to their emotional control. Emotion 
management process is vital in parents with differently abled child’s life as emotional 
activation and modulation abilities and strategies are strengthened (Linhares & 
Martins, 2015). Rightly, emotional control strategy has been conceived as a conscious 


or unconscious effort to modify the experiences, expressions and physiology of 
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emotional reactions. It aims at the expression of adequate responses to environmental 
demands within a specific period of time under a certain conditions (Rocha, 2015). 
Thus emotional control or regulation strategies underpins which, when and how the 
emotions will be expressed and experienced by the individuals (Ehring, Tuschen- 
Caffier, Schunulle, Fischer, & Gross, 2010; Gross 1998; Gross & John 2003; John & 
Gross, 2007). Some authors claimed that the emotional response does not follow a 
fixed pattern rather it is flexible in terms of management and regulation of emotions 
(Werner and Gross, 2010 and Rocha, 2015). Two significant emotional management 
strategies can be associated with parents with differently abled child’s behaviour : 
Cognitive Reassessment and Emotional Suppression. The Cognitive Reassessment is 
utilised in order to transform and reinterpret a given situation. It modifies its 
emotional implications, enabling better emotional and social functioning, lower rates 
of anxiety and depressive symptoms, and higher rates of optimism, self-esteem and 
life satisfaction (Batistoni, Ordonez, Silva, & Cachioni, 2013; John & Gross, 2007 ; 
Freire & Tavares, 2010). The Emotional Suppression, in turn, hinders the expression 
of emotional behaviour. It is also claimed that Emotional Suppression does not 
prevent experiencing of negative emotions (Freire & Tavares, 2010). The free 
expression of negative emotions can vary with respect to the parents with differently 
abled child’s social environments and cultural context. It may be disapproved as 
imminent negative reactions or rupture of social ties. (Gondim and Borges-Andrade 
2009). An individual parent can develop adaptive or maladaptive emotion regulatory 
styles through their tendency of using some strategies more than others (Phillips and 


Power, 2007). 


Besides these two significant strategies, Batistoni et al. (2013) claimed another three 
strategies for controlling emotions of an individual: (1) situation selection (11) 
transforming the situation and (111) redirection of the focus. Situation selection is 
directed towards opting for a context perceived as more pacific. Transforming the 
situation is attempting to modify a context perceived as stressful to make it less 
anxiogenic. The last one i.e. redirection of the focus is used for generating attention 
on the more positive aspects rather than the negative ones. All these strategies 
mentioned here focus on regulating the emotions before a situation can cause 
negative emotional unfolding. Therefore, these may be useful for controlling 


emotional problems among the parents raising differently abled children. 


365 


Across the literature, we find another significant model of emotional regulation 
strategies developed by Nelis et al ( 2015). It can be used to increase the effects of 
upregulation or to minimize the unpleasant effects of down-regulation another (Nelis, 
Quoidbach, Hansenne and Mikolajczak , 2011). In this perspective, Gondim et al. 
(2015) suggested the following two strategies of controlling emotions: 
1) adaptation increases the effects of positive emotions, 2) maladaptive lessen the 
effects of positive emotions. The very first strategy is operated its function through 
(a) manifesting behaviour, b) valuation of the present moment, c) capitalization and 
d) positive mental journey. The second strategy is operated its function by means of 
(a) inhibition of emotional expression, (b) excessive worrying, (c) flaw identification 
and (d) negative mental journey. Gondim et al. (2015) also suggested that the 
following functional strategies can be utilised in decreasing the effect of negative 
emotions: (a) modification of the situation, (b) reorienting the attention, (c) positive 
reassessment of the situation, and (d) expression of emotions. Besides these, 
dysfunctional strategies maximize the detrimental effects of negative emotions. 
Dysfunctional strategies of the parents raising children with disabilities can be 
strengthened through (a) helplessness, (b) rumination, (c) substance abuse, and (d) 


impulsive reaction. 


Parents raising children with disabilities can stabilize their physiological states with 
the help of emotional control strategies. Psychologists advocated different ways to 
achieve this target, including breathing exercises, relaxation, biofeedback or even 
using medication. Thus, the parents who focuses on the precedents of a situation 
attempts to regulate their emotions by training or intensifying the experiencing of 
their feelings and therefore they can easily control any distressful situation while 
raising children with disabilities (Gondim & Borges-Andrade, 2009). It was already 
proved that high levels of emotional expression appear from poor ego regulatory 
control. In contrary to this, exaggerated ego control culminates in great inhibition, 
postponing gratification as well as little emotional experience (Linhares and Martins 


2015). 


Across the literature, it is worth noting that emotional regulation had been studied 
mainly in adults, a stage of development in which there are significant cognitive and 


affective transformations (Freire & Tavares, 2011). It was expected that emotional 
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control strategies allows internal balance, adaptation to the relational and situational 
contexts, as well as promoting the individual’s mental health, especially among the 
parents who raises children with disability (Gross & Thompson, 2007; Machado, 
2012). In this sense, an adequate measure of this construct seemed an essential step to 


knowing these strategies. The motivated the present researcher to undertake the study. 


In this context, the Emotion Regulation Questionnaire (ERQ; Gross & John, 2003) 
had been utilised as an effective research instrument or tool in most of the European 
studies for verifying individual differences in the systematic use of regulatory 
strategies. However, considering that without a prior validation for the Indian 
scenario, we could not able to measure the emotional control strategies of the parents 


of the children with disabilities. 


Across the literature, emotional control strategies had been recognised a significant 
factor associated with health and psychopathology. Emotion dysregulation was 
associated with maladaptive functioning (Aldao et al., 2010), numerous psychological 
disorders (e.g., Gross, 1999; Cisler et al., 2010), and was even found to have 
implications for physical health (Pennebaker, 1990; Siegeman, 1993). Yet, the 
explanatory power of emotional control measures and, in particular, measures of 
specific emotional control or regulation strategies beyond relevant established 
constructs had remained largely unexplored. The majority of emotional control 
measures among the parents with differently abled children either evaluated 
generalized, strategy-independent emotional control (Gratz and Roemer, 2004), or 
were limited to examining regulatory strategies based on isolated elements of 
emotional arousal, such as cognition (e.g., Garnefski et al., 2001). The present 
investigation was aimed to justify the criterion and incremental validity of the 
Emotion Regulation Questionnaire (ERQ; Gross and John, 2003). After checking the 
validity of ERQ, the researcher could able to measure the aspects of emotional 
control strategies that affect the emotion in adults, especially parents with differently 


abled children. 


3.3.6.8.1 : Description Of The Emotion Regulation Questionnaire ( ERQ) 


This ERQ was developed by Gross and John (2003). This scale included 10 items 


(e.g. Item 1. When I want to feel more positive emotion (such as joy or amusement), 
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Item 6. I control my emotions by not expressing them. Item 08. I control my emotions 
by changing the way I think about the situation I’m in., Item 10. When I want to feel 
less negative emotion, I change the way I’m thinking about the situation). The tool 
had included two modalities of emotional regulation strategies, called cognitive 


reassessment and emotional suppression. 


Gross and John (2003) measured two types of emotional control strategies, one 
considered beneficial and the other harmful. The regulatory strategies can be broadly 
categorized as antecedent-focused and response-focused, depending on the point at 
which the individual intervenes in emotional processing. On the other hand, 
Cognitive reappraisal (CR) refers to an adaptive, antecedent-focused strategy. It 
affects the early cognitive stages of emotional activity, whereby the initial 
interpretation of a given situation is re-evaluate. Expressive Suppression (ES) has 
been recognised a maladaptive, response-focused plan of action implemented after an 
emotional response has fully developed. It is conceptualized as inhibiting the 
behavioural expression of the emotion. The ERQ centers around these two broad 
strategies, measuring the tendency of individuals to use CR and ES as strategies of 


dealing with emotional arousal. 


As found in Gross and John’s study (2003), the first factor, called Cognitive 
Reassessment, presented factorial loads varying from 0.55 (Item 5. When I’m faced 
with a stressful situation, | make myself think about it in a way that helps me stay 
calm.) to 0.83 (Item 1. When I want to feel more positive emotion (such as joy or 
amusement), I change what I’m thinking about.), in a total of 6 items. On the other 
hand, the second factor (i.e. Emotional Suppression) presented factorial loads ranging 
from 0.54 (Item 4. When I am feeling positive emotions, I am careful not to express 
them) to 0.83 (Item 6. I control my emotions by not expressing them.) making a total 
of 4 items. Together, these factors accounted for more than 50% of the total variance. 
Bastitoni et al. (2013) also found the evidence of validity of the instrument using a 
sample of 153 elderly. According to Bastitoni (2013), the factors of Cognitive 
Reassessment and Emotional Suppression presented Cronbach’s alphas of 0.74 and 
0.69, respectively. The factors together accounted for 50.1% of the total variance and 


total internal consistency (Cronbach’s alpha) of 0.73. A significant delimitation of 
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Batistoni et al. (2011) was that they did verify the psychometric parameters through 


exploratory factorial analysis, the ERQs bifactorial structure had not been confirmed. 


It is worth mentioning that the ERQ showed good psychometric parameters 
throughout the literature. The two notable authors Eldeleklioglu and Eroglu (2015) 
established evidence of validity of this measure for the Turkish context. They verified 
that it represented an internal consistency index of 0.78 and 0.73 for the Cognitive 
Reassessment and Emotional Suppression factors, respectively. With reference to the 
model’s indices of adequacy to the data, the above mentioned article showed CFI = 
0.98, GFI = 0.99 and RMSEA = 0.06. Another example of use of the measure was in 
the research developed by Melka, Lancaster, Bryant and Rodriguez (2011). They 
studied the psychometric properties of emotional control in adults in the American 
context. They found good indicators of adequacy to the model, as can be observed by 
CFI = 0.96, GFI = 0.96 and RMSEA = 0.05, with internal consistency of 0.73 


(Cognitive Reassessment) and 0.79 (Emotional Suppression). 


Since its development, the ERQ has been widely accepted internationally in studies of 
ER. One of the significant advantages of ERQ is that it has presented good 
psychometric properties. The quantitative measure had demonstrated adequate to 
good internal consistency and temporal stability as well as sound convergent and 
discriminant validity. The two-factor structure (CR and ES) proposed by Gross and 
John had been replicated by most investigations (Balzarotti et al., 2010; Cabello et 
al., 2012; Uphill et al., 2012). Several other studies had been precisely reported its 
measurement invariance and factor distinction (Moore et al., 2008; Melka et 


al., 2011; Sala et al., 2012). 


3.3.6.8.2 : Criterion Validity Of The ERQ 


The criterion validity of the ERQ had been reported in several studies. It revealed 
numerous associations with constructs related to adaptive and non-adaptive 
functioning. Initially, Gross and John (2003) showed CR to be related to greater 
positive affect (r= 0.42), mood repair (7 = 0.36), and life satisfaction (7= 0.30), as 
well as to reduced negative affect (r= —0.51) and depression (r = —0.23 to —0.29). 
Next, ES was negatively related to positive affect (r = —0.33), mood repair (r = —26), 
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and life satisfaction (r= —0.34), while correlating positively with negative affect (r= 


0.39), depression (7 = 0.23 to 0.27), and inauthenticity (7 = 0.47). 


Contradictory findings related to affect size reduced the criterion validity of the ERQ 
scale. The same relationships were not consistently found in many other studies. For 
example, Balzarotti et al., 2010; Cabello et al., 2012; Batistoni et al., 2013 mainly 
dealt with ER strategies with negative affect, but these studies were conducted on 
culturally different samples (Italian and Spanish) than the initial US study. Cabello et 
al. (2012) argued that the difference between American and Italian or Spanish data 
might result from the more collectivist character of southern European cultures. It 
reflected on relationship between ER and negative affect. Indeed, in terms of 
Hofstede's cultural dimension of individualism vs. collectivism (Hofstede et 
al., 2010), Spain can be considered as culturally neutral, while Italy is found closer to 
the individualist end of the spectrum. Few authors (Kashdan et al., 2006; Batistoni et 
al., 2013) had also reported non-significant relationships of positive affect both with 


CR and ES showing that inconsistent results were not limited to negative affect. 


Another important drawback related to effect size was that most of the above results 
had been largely replicated (Kashdan et al., 2006; Wiltink et al., 2011; Cabello et 
al., 2012; Batistoni et al., 2013). In majority of the studies, generalized anxiety and 
rumination (Gross and John, 2003; Wiltink et al., 2011) were found to correlate 
positively with ES (r = 0.08 to 0.19) and negatively with CR (7 = —0.10 to —0.29). In 
contrary to this, positive relations with others were found to correlate negatively with 
ES and positively with CR. (Gross and John, 2003; Cabello et al., 2012; CR = 0.17 to 
0.23; ES = —0.34 to —0.46). Moreover, social support (Cabello et al., 2012; CR = 
0.12; ES = —0.28), self-esteem (Gross and John, 2003; CR = 0.30; ES = —0.39) and 
curiosity (Kashdan et al., 2006; CR = 0.20; ES = —0.37) were also found to correlate 
negatively with ES and positively with CR. Social anxiety was positively associated 


with ES as found in a study (7 = 0.28; Kashdan et al., 2006). 
3.3.6.8.3 : Incremental Validity Of The ERQ 


The majority of the studies suggested that ER strategies were associated, but not 
redundant with the Big Five (Gross and John, 2003; Balzarotti et al., 2010; Cabello et 
al., 2012; Gresham and Gullone, 2012; Paez et al., 2013). A sizable portion of 
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variance was unaccounted for by higher-order personality factors. This limited 
convergence had been attributed to the Big Five capturing by virtue of their 
conceptualization. A wider range of psychological phenomena were reported more 
significant than specific ER strategies for controlling the emotional behaviour of the 
adults (Gross and John, 2003). Hence, despite some overlapping characteristics, 
personality and ER should be conceived separate roles in psychopathology. The 
application of ER strategies should account for variance beyond higher-order 
personality factors in a range of construct-relevant criteria as found in several 


literature. 


Incremental validity of the ERQ also showed contradictory findings. Paez et al. 
(2013) found that Emotional Suppression (ES) correlated to incremental variance in 
happiness and psychological well-being, controlling for the Big Five, alexithymia, 
daily mood, and humour style. On the other hand, Cognitive Reassessment did not 
account for incremental effects in any of the Big Five criteria. Another study 
conducted by Bardeen and Fergus (2014) assessed the incremental validity of 
generalized emotion dysregulation in adults with the help of Difficulties in Emotion 
Regulation Scale (Gratz and Roemer, 2004). They predicted health anxiety beyond 
use of specific ER strategies as well as negative affect respectively and assessed it 
with the ERQ. Both ERQ subscales did not explain unique variance in the presence of 
generalized emotion dysregulation. ES made an incremental contribution whenever 
six generalized emotion dysregulation subscales were added separately. Since 
difficulties appeared in both Emotion Regulation Scale and ERQ measure with 
respect to different dimensions of ER, the suitability of an ER measure may depend 


on the criterion under investigation. 


The researcher assumed that psychometric evidence should be analysed before strong 
conclusions about the validity of the construct. The integration of adaptive ER 
strategies in clinical practice (e.g., CR in cognitive behavioral therapy; Clark, 1999) 
emphasised the practical need for the measurement of ER strategies. iyA subsequent 
number of literature towards the incremental validity of ER strategy measured beyond 
cognate constructs implicated in psychopathology (e.g., emotional intelligence, trait 
affect). In addition, the limited evidence base for the criterion and predictive validity 


of ER strategies need to be rejustified in Indian cultural context. 


aya 


3.3.6.8.4 : Need And Justification Of Validating The ERQ 


1. The present study dealt with construct-relevant variables that had not been 
previously investigated as criteria of the ERQ across the literature. In addition, 
emphasis should be given on variables requiring replication for their documented 
relationship with the ERQ. Reflection and experiential flexibility were also need to be 
included. Kashdan et al.(2006) argued that the inquisitive introspective activity 
should be positively predicted by CR and negatively by ES. This construct should be 


assessed in further studies. 


2. Contradictory result was also found in Gross and John’s study (1998). They 
recognized the construct of inauthenticity as perceived discrepancies between the 
inner experience and the outer expression of emotion. Judging from their theoretical 
resemblance, experiential flexibility (vs. avoidance) should be considered as the 
opposite relationship than inauthenticity. Experiential flexibility as found in their 


study correlated negatively with ES and non-significantly with CR. 


3. Investigation was also felt to find out the relation between ER strategies and 
mindful coping. It was selected in light of the rising empirical interest in the 
mindfulness construct and its theoretical relations to ER (Kumar, 2002). The majority 
of the studies demanded that CR and ES had been positively and negatively related to 
active attempts at repairing negative emotional experiences (Gross and John, 2003; 
Cabello et al., 2012). As found in many studies, positive association of CR was 
associated with self-esteem, positive relations with others, and social support, and the 
reversal of these relations for ES (Gross and John, 2003; Cabello et al., 2012). Thus a 
proper investigation should be conducted to find out the role of constructive self- 


assertion, or maintaining successful relationships while supporting one's self-regard. 


4. Investigation was also felt to replicate the observed relationships of the ERQ 
subscales with personality, affect, rumination, and anxiety. Two subtypes of anxiety 
(social anxiety and worry) were assessed in previous studies of which only the former 
had been previously examined as a criterion of ER strategies. It was also worthwhile 
to examine whether the individualist vs. collectivist distinction can account for the 
inconsistent associations of ER strategies with affect. The study aimed to address this 


point by utilizing the multi-cultural composition of its sample. 


B12, 


3.3.6.8.5 : Aims Of The Study 


1. This study aimed to examine the associations of the ERQ subscales with emotion- 


laden and cognitive criteria as well as their incremental validity. 


2. This investigation aimed to verify construct validity evidences, convergent validity 


as well as the internal consistency of the ERQ. 


3.3.6.8.6 : Method Of Validating The ERQ Scale In The Perspective Of Parents 
With Differently Abled Child’s Population 


3.3.6.8.6.0 : Sample And Sampling Techniques 


The researcher selected 150 participants, parents with differently abled children 
from Greater Kolkata District, West Bengal. The differently abled children were 
studying in public (30%) and private (70%) institutions. Their ages ranged between 
11 and 16 years (M= 12.15, SD = 1.78). Majority of the differently abled children 
were female (64.6%) , suffering from visual impairment ( 25%), hearing impairment 
(25%), intellectual disability (25% ), and autism ( 25%). With respect to the parents 
of the children with disabilities, majority of the parents were from Hindu religion ( 
57%), Islamism ( 35%) and Others ( 8%). The majority of the parents were both 
parents (94%) and the requisite 6% were single parents. The majority of the parents 
came from middle socioeconomic class (62.6%). Only 12% of the parents with 
differently abled children belong to rich family background and 25.4% of them came 
from below poverty line. With respect to the educational levels of the parents with 
differently abled children,15% of the parents obtained Matric Level exam, 54 % of 
them obtained Higher Secondary courses, 24% of them obtained above H.S., 4% of 


them obtained class VIII, and remaining 3% were illiterate. 


The researcher adopted non-probabilistic sample (convenience) for validating the 
ERQ. The parents of the children with disabilities participated voluntarily when they 
had been requested. For the statistical analysis, expecting to have both exploratory 
and confirmatory analysis, the parents were divided into two groups, at random, as 
follows: Pl (N=80), the average age was 37.8 years (SD 2.42), mostly female 
(56.1%), Hindu (68.7%) and middle- class (58.2%), and P2 (N=70), participants aged 
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in average 42 years (SD=3.13), mostly male (64.2%), (41.8%), Islamism ( 54.3 %) 
and middle class (62.4%). 


3.3.6.8.6.1 : Administration Of The ERQ Tool 


The selected parents of the children with disabilities answered a booklet with socio- 
demographic questions [age, gender, marital status, educational levels, religion and 
socioeconomic class) and the Emotion Regulation Questionnaire (ERQ). Elaborated 
by Gross and John (2003), it is composed of ten items (e.g. Item No.1 : When I want 
to feel more positive emotion (such as joy or amusement), I change what I’m thinking 
about ; Item No. 6: I control my emotions by not expressing them ; Item No. 7: When 
I want to feel more positive emotion, I change the way I’m thinking about the 
situation ; Item No. 10: When I want to feel less negative emotion, I change the way 
I’m thinking about the situation). Responses of the parent of the children with 
disabilities were recorded on a seven-point Likert scale, ranging from 1 (Strongly 
disagree) to 7 (Strongly agree). As mentioned previously, its psychometric 
parameters had been adequate in other cultural contexts (Cabello, Salguero, 
Fernandez-Berrocal, & Gross, 2013; Eldeleklioglu & Eroglu, 2015; Yoshizu, 
Sekiguchi, & Amemiya, 2013; Batistoni et al., 2013). In Brazilian context, High 
scores on one of its factors indicated a greater propensity to use that strategy of 


emotional regulation (Batistoni et al., 2013). 


3.3.6.8.6.2 : Ethical Consideration 


Initially, this research proposal was submitted to the Department of Adult and 
Continuing Education, NEHU, Shillong. After getting the confirmation from the 
concerned department, the researcher contacted the heads of educational institutions 
located in Greater Kolkata District ( West Bengal) to obtain consent form and to 
schedule the applications. With due consent, properly trained collaborators collected 


the data from the selected participants who intended to participate voluntarily. 


3.3.6.8.6.3 : Procedure Of Data Collection 


The questionnaires were submitted to the parents raising children with disabilities 
Whenever the parents had attended a parental meeting in those educational 


institutions , they were requested to participate voluntarily in that study. The answers 
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were given individually. Parents of the children with disabilities, who were present in 
that parental meeting and who agreed to participate in the study were included in the 
analytical procedures. Following the ethical recommendations for research with 
human beings (Resolution CNS n° 510/16), the objectives, risks and benefits of the 
research were discussed clearly to the participants. The researcher and his trained 
collaborators were available to clear any doubts the participants might have had. At 
first, the parents ratified their collaboration by signing a Free and Informed Consent 
Form. Generally, participants were directed to complete the questionnaires in an 


average of 20 minutes. 


3.3.6.8.6.4 : Procedure Of Data Analysis 


1. To check the discriminate power of the ERQ items, independent paired t test was 
adopted for independent samples. Attention was also given to justify the magnitude of 
the latent trait on the criterion groups, differentiating between participants with high 


and low scores (Pasquali, 2003). 


2.The researcher then evaluated the factorability of the data through the KMO 
(Kaiser-Meyer-Olkin) test. In KMO test, the recommended values were equal to or 


greater than 0.50. The data were then adjusted as per the result of the test. 


3.To check the factorial structure of the construct the researcher adopted the Principal 


Component Analysis (PCA) extraction method. 


4. After then, the internal consistency was checked via Cronbach’s alpha. For these, 


the SPSS program (version 20) was utilised. 


5.Subsequently, a confirmatory factorial analysis was performed with the AMOS 


statistical program (version 20) and the underlying factor structure was estimated. 


6.Then ML (Maximum Likelihood) estimator was performed, following the 
guidelines of adjustment indicators (Byrne, 2010; Kline, 2010; Tabachnick & Fidell, 


2013). The following steps were maintained: 


a1 


(A) ¥?/df (Chi-square / Degrees of freedom) ratio was estimated, expecting values 
between 2 and 3, but up to 5 was accepted. Bartlett's Test was also performed after 


then. 


(B) Then GFI (Goodness-of-Fit Index) and AGFI (Adjusted Goodness-of-Fit Index) 
were estimated. The values range from 0 to 1, however values equal to or above 0.90 


were accepted. 


(C) After then, CFI (Comparative Fit Index) was performed , also variating between 0 


and 1, admitting values equal to or above 0.90 as indications of model adequacy. 


(D) RMSEA (Root-Mean-Square Error of Approximation) was also estimated, in 
which the values should stay between 0.05 and 0.08, admitting those up to 0.10. 


(E) Finally, the Convergent Validity was established using the Average Variance 
Reliability (CR) (< 0.60; Bagozzi & Yi, 1988). CR was estimated through calculator 
made available by Gouveia and Soares , 2015. Extracted (VAVE) _ index 
(=0.50; Fornell & Larcker, 1981) and Composite 


3.3.6.8.6.5: Major Findings 


Major findings were organised following exploratory and confirmatory factor 
analysis. The factorial structure was measure, using the first group of participants 
(P1); later, the second group (P2) was considered, focusing on verifying the resulting 
factorial structure. In both cases the coefficients of internal consistency of the factors 


were measured. The adequacy of their psychometric parameter was not overlooked. 


Table 3.27 : ERQ Discriminative Power :Knowing the Factor Structure of the 


Emotional Regulation Questionnaire (ERQ) 
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Items Inferior Group Superior Group t values 
M SD M SD 
1 4.12 2.56 5.59 1.86 6.18 
2: 4.98 1.94 5.28 127 6.02 
a 4.38 1.20 5.46 1.28 6.78 
4. 3.47 1.26 4.67 1.86 5.80 
5 4.59 1.28 5.86 1.38 6.06 
6. 3.70 1.76 4.98 1.87 6.28 
qi 4.86 1559 5.04 1.54 7.62 
8. 3.80 1.42 5.96 1.46 8.91 
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9. 4.42 1.66 5.96 1.58 5.24 


10. 4.68 1.52 5.28 1.34 6.98 


To know the factor structure of ERQ, the discriminative power of the ERQ items need 
to be accounted for. In this case, internal criteria groups were divided into lower and 
higher groups from the empirical median of the total score (Md = 5.7). By applying 
independent paired the t-test, the means of these groups to each of the items were 
compared, checking if they could differentiate scores close to the construct. Referring 
to Table 3.27, we can interpret that the results of this analysis. Result showed that all 


items possessed favourable discriminative power (5.10 <t < 8.45, p 0.001). 


Subsequently, the researcher intended to verify the factorability of the matrix of 
correlation between the items through which the factorial analysis provided its 
adequacy (KMO= 0.72 and Bartlett's Test, y? (41) = 414.25, p<0.001). An analysis of 
main components were then estimated with the help of SPSS-20 VERSION, 
with oblimin rotation, without fixating the number of factors to be extracted. This 
resulted in the identification of three components/factors with their own values equal 
to or greater than | (Kaiser Criterion): 3.02, 1.57 and 1.36, which together accounted 
for 53.8% of the total variance. This result was corroborated by Horn Criterion (a 


parallel analysis), using the same parameters of the empirical database, performing 
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1,000 simulations, since only the fourth value (1.17) was higher than the observed 


value (0.81). Referring to Table 3.28, we can see the observed and simulated values: 


Table 3.28 : Parallel Analysis of the ERQ Items 


Items Observed Values Simulated Values Percentiles 
1. 3.27 1.26 1.56 
2, 192 122 1.25 
ay 1.28 1.12 137 
4. 1.06 1.09 1.23 
>, 0.98 1.34 1.25 
6. 0.78 1.08 1.02 
as 0.69 0.82 0.87 
8. 0.67 0.76 0.86 
9: 0.51 0.72 0.79 
10. 0.46 0.62 0.76 


Referring to Table 3.29, we can interpret the factorial solution, with the factorial 
loadings of the items. In addition, eigenvalues and variances explained for each factor 
were verified. The following table also showed the corresponding coefficients of 
internal consistency. Here the researcher adopted as a cut-off point for the 
interpretation of the factor a factorial loading of 0.51, which retained most of the 
items; only item 9 (When I am feeling negative emotions, I make sure not to express 
them.) has been excluded because it has dissonant semantic content. More 


information about each dimension of factorial loading were showed below. 


Table 3.29 : ERQ Item Saturation 


Item Content Saturation 


Factor | Factor 2 | Factor 3 
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08. | I control my emotions by changing the way I | 0.71 0.41 -0.21 
think about the situation I’m in. 
10. When I want to feel less negative emotion, I | 0.69 0.51 0.8 
change the way I’m thinking about the 
situation. 
05. | When I’m faced with a stressful situation, I 0.66 0.12 -0.6 
make myself think about it in a way that 
helps me stay calm. 
09. When I am feeling negative emotions, I 0.61 0.06 0.09 
make sure not to express them. 
O01. When I want to feel more positive emotion | -0.06 0.72 0.12 
(such as joy or amusement), I change what 
I’m thinking about. 
03. When I want to feel less negative emotion 0.13 0.68 -0.16 
(such as sadness or anger), I change what 
I’m thinking about. 
07. | When I want to feel more positive emotion, I | 0.42 0.62 0.13 
change the way I’m thinking about the 
situation 
02 | l[keep my emotions to myself. 0.03 0.18 0.81 
06 I control my emotions by not expressing -0.31 0.01 0.75 
them. 
04. When I am feeling positive emotions, I am 0.12 0.19 0.62 
careful not to express them. 
Number of items 4 3 3 
Own value 3.42 1.51 1.32 
% of variance explained 32.45 17.69 13.76 
Cronbach’s alpha 0.64 0.62 0.60 
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Factor I : Cognitive Reassessment 


Cognitive Reassessment can be interpreted as ‘a change in the interpretation of the 
emotional situation’. As found in the study, CR presented an eigenvalue of 3.42, with 
factorial loadings between 0.71 (/tem 08) and 0.61 U/tem 09) explaining 32.45 % of 


the total variance; its internal consistency was 0.64 (Cronbach’s alpha). 


Factor II : Redirection of the Focus of Attention 


The second factor i.e. redirection of the focus of attention refers to ‘deviation of the 
intentional focus to modify the feeling resulting from the situation’. This factor had 
its eigenvalue of 1.51, the factorial loadings of its items ranged from 0.81 ( Jtem 01) 
to 0.62 UItem 07) explaining 17.69% of the total variance; it’s internal consistency 


Cronbach alpha was 0.62. 
Factor III - Emotional Suppression 


The third factor was aimed at measuring the inhibition of emotional expression 
behaviors. Its eigenvalue was 1.27, showing factorial loadings ranging from 0.83 
(Item 02) to 0.64 (Item 04) contributing to explaining 13.76 % of the total variance, 


resulting in an internal consistency (a) of 0.60 (Cronbach’s alpha). 


In summary, the ERQ items were consistently discriminative, grouped into three 
factors / components that emerged clearly, accounting for about 3/5 of the total 
variance, with acceptable coefficients of internal consistency, considering the number 
of items (three) per factor. However, we still had to check whether this structure could 


be proven, confirmed, which motivated the analysis described below. 


3.3.6.8.6.6: Evidence Of The Factorial Structure Of The Emotional Regulation 


Questionnaire 


As previously suggested, although the indicators suggest evidence of construct 
validity and internal consistency of the ERQ, the analyzes described here were 
essentially exploratory. In addition, it is important to note that the number of factors 
found diverged from those originally assumed. These aspects reinforce the need to 


evaluate the quality of the three-factor model, comparing it with the one originally 
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observed. When comparing the model fit indices of the unifactorial model was 
estimated the following [(y? (25) = 146.24, p<0.001; y?/df = 5.46, GFI = 0.84; AGFI = 
0.72; CFI = 0.62 and RMSEA = 0.15 (IC90% = 0.127 - 0.157)]. In addition, the 
bifactorial model was estimated as follows [( y?(24) = 141.03, p<0.001; y?/df = 5.85; 
GFI = 0.72; AGFI = 0.75; CFI = 0.62 and RMSEA = 0.15 (IC90% = 0.126 - 0.162)]. 
Finally, the trifactorial model was estimated as follows [y? (24) = 67.02, p<0.001; 
y/df = 2.79, GFI = 0.93; AGFI = 0.72; CFI = 0.61 and RMSEA = 0.15 (IC90% = 
0.064 - 0.014)]. Referring to Figure 3.3 and Table 3.10, we can see that this model is 
more promising. In fact, Ay? was significant (p <0.001), corroborating that the model 
found, trifactorial, showed lower chi-square. All items of the instrument showed 
significant saturations (factorial weights, 1) statistically different from zero (A # 0; z> 


1.87; p <0.06), suggesting construct validity of this measure. 


After knowing factorial structure, its indicators of precision and convergent validity 
were established using Cronbach’s alpha, the Composite Reliability and the square 
root of the Average Variance Extracted (VAVE), respectively. Referring to Table 3.30, 


the results found pointed to satisfactory indexes of precision and convergent validity. 


Figure 3.3 : ERQ Factor Structure 


Table 3.30: Evaluation of the Convergent Validity and Precision of the ERQ 


Factors 


Factor O. CR VAVE 
Factor I. Cognitive Reassessment 0.60 0.57 0.55 
Factor I. Cognitive Reassessment 0.62 0.58 0.55 
Factor II. Emotional Suppression 0.63 0.64 0.58 


Note. a = Cronbach’s alpha , CR = Composite Reliability; VAVE = Square root of 


theAverage Variance Extracted. 


3.3.6.8.6.7: Discussion 


The Emotional Regulation Questionnaire (ERQ) was elaborated by Gross and John 
(2003) and validated by Batistoni et al. (2013). In order to check the evidence of 
construct validity, convergent validity and internal consistency of the ERQ, the 
regulatory strategies of the emotions should be interpreted. To achieve this, it was 
important to verify whether the data matrix factorability criteria were satisfied or not. 
The KMO and Bartlett’s Test showed variance with respect to common factors of 
ERQ. The data was also interpreted with the help of exploratory analysis (Damasio, 
2012; Gouveia, Santos & Milfont, 2009). As per the guidelines of Gross & John, 
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(2003) and Batistoni et al. (2013), the Researcher extracted the components of ERQ, 
using the Horn criterion (parallel analysis). As a result, a structure of three factors 
was obtained, dissonant with that found by the authors of the original scale. Gross 
and John (2003) & Batistoni et al. (2013) proposed a two-factor structure consisting 
of cognitive reassessment and emotional suppression. In the present study, the 
‘redirection of attention focus’ had been recognised as an independent factor, with a 
different semantic content from the first one. That is, in cognitive reassessment, a 
direct effort is made to transform and re-signify the situation, in order to change its 


emotional impact (Gondim et al., 2015). 


As per the guideline of numerous authors, the internal consistency of the Emotional 
Regulation Questionnaire should be higher than 0.60 (Hair, Black, Babin, Anderson 
& Tatham, 2009; Pasquali, 2003). Gouveia et al. (2009) argued that the number of 
items and the nature of the constructs need to be determined while assessing the 
internal consistency of the ERQ. They hypothesized that the more items show 
saturation in their factors, the greater their coefficients of internal consistency would 
tend to be. Following these suggestion, the present study conceived that the alphas 
ranged from 0.62 to 0.64 related to the low number of items per factor (3 items). 
With respect to emotional regulation, there is no theoretical consensus about the 
strategies. Strategies for cognitive reassessment and emotional suppression are more 
often cited in literature (Gross & John, 2003; Batistoni et al., 2013). Two macro 
strategies (up and down regulation) developed by Nelis et al. (2011) and Gondim et 
al. (2015) was also mentioned, consisting of 8 strategies (4 adaptive and functional 
and 4 maladaptive and dysfunctional). Thus, the coefficients found here with 


reference to the nature of this construct were understandable. 


With respect to confirmatory factor analysis, the study showed satisfactory goodness 
of fit index for the trifactorial model of ERQ (Byrne, 2010; Kline, 2010; Tabachnick 
& Fidell, 2013). The present study showed a merit ratio of variance-covariance of the 
data and a good fit with the model to the proposed theoretical model with special 
reference to the unrelated latent variables. This trifactorial mode of emotion 
regulation can be compared with Aldao et al. (2010), in which comprise regulatory 
strategies between adaptive and maladaptive were emphasized.The adaptive strategies 


focuses on developing interpretations or positive perspectives for stressful situations. 
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It aims at reducing their negative effects. Comparison can also be made with Gondim 
et al. (2015), which laid emphasized on functional and dysfunctional strategies. 
Moreover, ‘emotional suppression’ may be recognized as a maladaptive or 


dysfunctional strategy as it reduces the detrimental effects of negative emotions. 


Attention is also an important factor in the regulatory process. Bebko et al. (2014) 
rejected the two-factor model of Gross and John (2003) on emotional regulation. 
They viewed that shifting the attention focus couldn’t be recognised as a successful 
regulatory strategy. Thus it can be a part of maladaptive regulatory strategy. 
Moreover, redirecting the focus of attention supported the conclusion that this was 
independent to the cognitive reassessment. Thus, from the theoretical point of view 


this trifactorial model of ERQ was valid . 


From the above discussion, the present study demanded that the ERQ had satisfactory 
and promising psychometric properties for the evaluation of emotional regulation, 
including the three components: cognitive reassessment, attentional redirection and 
emotional suppression. In addition, this study was replicated with the questionnaire in 
order to confirm its three-factor structure related to emotional control strategies of the 


parents raising differently abled children. 


3.3.6.8.6.8: Final Considerations 


The validation of an instrument is an initial step for its use in contexts different from 
the for which it was originally developed. With this in mind, this study aimed to 
verify construct validity evidences, convergent validity as well as the internal 
consistency of the ERQ. From the results found, we could see that this measure has a 
trifactorial structure, as well as shows adequate indices of internal consistency and 
convergent validity. Therefore we believe that the ERQ is a promising tool to measure 


emotional regulation with teenagers and young adults, which fulfills the goals we set. 


Although this research has added important contributions to the measurement of 
emotional regulation, it is not free of limitations. For example, although the ERQ is a 
promising tool, there is need to investigate whether the results are invariant among 


adolescents and young adults. On future studies, we suggested this measure is 
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reapplied in different Brazilian regions in order to ratify or not the factorial 


distribution found. 
3.3.6.9 : Statistical Techniques Used For Analysing The Study 


The collected data were analysed by using Minitab 17 version with respect to 
different types of variables. The following statistical techniques were adopted for the 
purpose: (1) Computation of frequencies and Percentage. (ii) Computation of 
Different descriptive statistics, such as Mean, Median, Mode, Range, SD, Q1, Q3, 
Shrewdness, Kurtosis, Percentage of total Mean etc. (iii) Different inferential 
statistics such as ‘t’value, p value, ‘r’ Bivariate correlation, Product Moment 


Correlation, ANOVA(One way and Two tailed test,), Regression analysis etc. 


386 


CHAPTER-IV 


4.0: ANALYSIS AND INTERPRETATION 


4.1: Introduction 


Data analysis and interpretation have now taken centre stage with the advent of 
modern software technology. The sustainable success of the current study is much 
depended upon the data analysis and interpretation that help us to make a proper 
prediction or decision towards the problems undertaken. Through the application of 
Minitab-17 version software and MAXQDA 12 computer programme, the 
Researcher reviewed the concerned data for the purpose of arriving at an informed 
conclusion. The interpretation of data utilised in the current study assigns a 
meaning to the information analysed and determines its signification and 
implications. The purpose of analysing and interpreting the data under this study is 
to acquire useful and usable information and to provide the most informed 


decisions possible. 


This chapter deals with the analysis and interpretations of the data collected using 
different research instruments or tools. Data was statistically analysed with the help 
of Minitab 17 version and MAXQDA 12 computer programme. Proper guidance 
was also accepted from technicians in order to avoid any kind of mistake during 
data storing on the software.The Researcher carefully adopted certain guidelines of 
data considerations for storing descriptive statistics to ensure that the results are 


valid: 


Firstly, as most of the data resembles discrete by nature, he used different statistics 
of Probability distribution in order to understand the validity of the distribution. 
Second, the sample data were selected randomly. Thirdly, larger samples provided 
more precise estimates of the process parameters, such as the Mean and Standard 
Deviation (SD). Fourthly, as data analysis tends to be extremely subjective, a sound 
decision was made regarding the scales of measurement. Fifthly, while interpreting 
data in the present study, the Researcher tried to discern the differences between 
correlation, causation and coincidences as well as many other biases. Sixthly, 


various data interpretation method were employed to overcome the hidden biases. 
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The analysis and interpretation of the data were done in the following way: 

(a) Demographic variables and socioeconomic condition of the Parents with 
Disabled Children were analysed with the help of different descriptive Statistics 
such as Frequencies, Percentages, Minimum and Maximum values, Mean, SE of 
Mean, Median, Mode, Standard Deviations (SD), Variance, Covariance, Quartile 
Deviation 1 , Quartile Deviation 3, Middle Range, Inter Quartile Range (IQR), 
Sum of Squares, Skewness, Kurtosis, and the Mean of the Squared Successive 
Differences (MSSD). Data were interpreted by using Bar Chat, Boxplot, Anderson- 
Darling (AD) test of Probability Plot, Matrix Plot, Probability Distribution Plot etc. 
Minitab-17 version were utilised for solving statistical problems. In the table, the 
Percent (%) represents the contribution of a category to the whole. Percent was 
estimated by dividing the frequency of that category by the total frequency and 
multiplying by 100. Here N Total denotes the total number of observations in the 
column. It was used to check the sum of N missing and N nonmissing. The 
Minimum and Maximum values were also mentioned to identify a possible outlier 
or a data entry mistake on the Minitab. To assess the spread of data, the comparison 
between Minimum and Maximum values is the easiest way. Mean value was 
calculated as a standard measure of the centre of the distribution of the data. The 
Standard Error of the Mean can help us to determine how precisely the Mean of the 
sample estimates the Population Mean. The Median is another measure of the 
center of the distribution of the data. In the frequency distribution, half the data 
values are greater than the Median value, and half the data values are less than the 
Median value. Standard Deviation(SD) was calculated to determine how spread out 
the data are from the Mean. The Variance is equal to the Standard Deviation 
Squared determining how spread out the data are from the Mean. Coefficient of 
Variation is a measure of spread describing the variation in the data relative to the 
Mean. The Coefficient of Variation was adjusted so that the values represented by 
the distribution are on a unit less scale. The Range represents the smallest interval 
containing all the data values. 25% of the data values in the sample are less than the 
1“ quartile value. On the other hand, 25% of the data values in the sample are 
greater than the third quartile value. The Inter Quartile Range (IQR) is the distance 
between the 1“ Quartile (Q1) and the Third Quartile (Q3) describing the spread of 
the data. A large IQR value pins down greater spread in the data. In the Minitab, the 


uncorrected Sum of Squares were calculated by squaring each value in the column, 
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and calculated the sum of those squared values. Here unlike the corrected Sum of 
Squares, the uncorrected Sum of Squares includes error. The data values were 
squared without first subtracting the Mean. The Skewness was found out to 
determine the extent to which the data are not symmetrical. Kurtosis value can help 
us to determine the extent to which the data are peaked, compared to a normal 
curve. The MSSD is an estimate of variance to test whether a sequence of 


observations is random. 


(b) Different descriptive statistics such as Mean, Median, Mode, percent score of 
Mean, SD, Range, Q1 and Q3, Covariance, Variance, IQR, Skewness, Kurtosis etc 
were estimated with respect to the concerned data that represents various 


independent as well predictor variables. 


(c) Various inferential statistics such as F-test, t- test, p- value, Multiple Regression 
Analysis, Two Way ANOVA, MANOVA, Confirmatory Path- Analysis etc. were 
utilised to varify the different null hypothesis. The necessary explanation for 


conducting different statistical techniques were also clearly notified step by step. 


(d) Qualitative techniques of data analysis were also not neglected. For example, 
Interpretative Phenomenological Analysis, and Grounded Theory Model were 
adopted for studying Anxiety and Depression symptoms of the Parents with 
differently abled children. 


4.2: Analysis And Interpretation Of The Demographic Variables And Socio 
Economic Condition Of The Parents With Four Types Of Disabled Children 
(Objective No. 1) 


The demographic variables and socio economic condition of the Parents with 
Disabled Children are analysed and interpreted under the two sections: (a) Section 
I: Parents’ of the Differently Abled Children’s Profile, and (b) Section II: 
Differently Abled Children’s Profile. 


Section I: Parents’ of the Differently Abled Children’s Profile 


The details of these analysis and interpretation are presented in Table No. 4.1- 4.35 
as well as in Figures 4.1- 4.96. 
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1.Gender Of The Parents With Differently Abled Children 


Referring to Table No. 4.1, we can say that both the two gender (Male and Female) 
were selected equal in number for conducting the study. The total number of 
Parents with disabled Children were 400 , out of which 200 were Mothers with 
disabled children (50%) and another 200 were Fathers with disabled children 
(50%). The aforesaid table also shows the percentage of each gender who were 
participated in the study. The highest number of Male or Female respondents 
belonged to Parents with Hearing Impaired Children ( Mothers= 20.75% , & 
Fathers= 20.75%). On the other hand, the lowest number of Male or Female 
respondents belonged to Parents with Autism ( Mothers = 8.75 & Fathers = 8.75). 
It is further analysed in table 4.2 in detail. 


Table 4.1: Frequency and Percentage of the Gender of the Parents with respect 
to the types of Disabled Children (n=400) 


Gender of 
the Parents with Disabled Children 
Male % Female 
(Fathers) (Mothers) 


Parents with VI Children 


Parents with HI Children wk 20.75 Te 20.75 
a ov | 


Total 


Parents with 
Disabled Children 


Row 


2. Types Of Parents With Respect To Their Differently Abled Children 


Referring to Table No. 4.2, we can see that the total number of Parents having 
differently abled children were 400, out of which 50% were Fathers (n=200) and 
another 50 % were Mothers(n=200). Parents with Hearing Impaired Disabled 
Children comprised of 41.5 % ( n=166, Each Gender =83) in the final sample, 
followed by Parents with Visually Impaired Children (n= 92, total 23%, Each 
Gender represents = 46), Parents with ID Children ( n= 72, total 18 % , Each 
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Gender =36) and Parents with Autism (n=70, total 17.5 %, Each Gender =35). It 
may be noted that only both Parents with disabled children were selected in the 
final study. Total number of Gender of the Parents were equal, although they were 
selected on the basis of the types of their disabled children as per the statistical rule 


of ‘Proportional Stratified Random Sampling Technique’. 


Table 4.2: Frequency and Percentage of Types of Parents with respect to their 
Differently Abled Children 


Types of Parents with Frequency (f) of the Gender Total Percentage 
Differently Abled of the Parents having Number (%) of 
Children Differently Abled Children of Parents _ Participants 
Male Female (n=400) within each 
(Fathers) (Mothers) type 
1.Parents with ID Children 36 36 72 18 
2.Parents with VI Children 46 46 92 23 
3.Parents with HI Children 83 83 166 A1.5 
4.Parents with Autism 35 35 70 17.5 


Table 4.2.1 reveals the descriptive statistics of the types of the Parents with respect 
to the types of their Disabled Children. Here N total is four (4) as four types of 
Parents having disabled Children were selected for conducting the actual study. 
Mean and Standard Error of Mean of the four types of Parents with differently 
abled children are 100.0 and 22.6 respectively, indicating the lowest and highest 
point of the vertex. The Median of the types of Parents with differently abled 
children are 82.0, indicating the centre of the distribution of the data. Mode value 
of the given table is blank, indicating the problem in selecting the most frequent 
score in data set. The Standard Deviation of the types of Parents with four types of 
differently abled children is 45.1, indicating the confidence in_ statistical 
conclusions and that the data points are sufficiently spread out over a wider range 
of values. The Variance (6”) and Coefficient of Variance (45.11) of the data 


indicates a risky to get the conclusion. The Quartile 1 and Quartile 3 of the type of 
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Parents with four types of children with disabilities are 70.5 and 147.5 respectively, 
indicating an idea about the central 50% of the sample data lies. The Range of the 
data set is 96.0, denoting the difference between highest and lowest values. Inter 
Quartile Range (IQR) of the given data is 77.0 indicating the difference between 
upper and lower quartiles. Sum of squares of the data is 46104.0. Skewness ( 
Sk=1.73 ) of the types of Parents with four types of disabled children is higher than 
1 , so the tail is on the right side of the distribution. The Kurtosis (Ku=2.93) of the 
given data is greater than 0.263, then the distribution is called Platykurtic. The 
MSSD of the given frequency distribution is 2515.3 indicating that the sequence of 


observations is random. 


Table 4.2.1: Descriptive Statistics of the Types of Parents with respect to their 
Disabled Children 


Variable N Minimum Maximum yw SEM zr 

4 70.0 166.0 100.0 22.6 82.0 
Types of 
Parents M, 6 o cov Q1 Q3 
With * 45.1 2034.7 45.11 70.5 147.5 
Disabled 
Children MR IQR Sum of Sk Ku MSSD 

Squires 
96.0 77.0 46104.0 1.73 2.93 QSMS3 


Figure 4.1 displays a Bar Chart of four types of Parents with differently abled 
children based on their percentage of frequency. Each bar represents a percentage 
of a category. The chart shows that the Parents with HI Children comprised of 41.5 
% , of the total sample, followed by Parents with VI Children (23%), Parents with 
ID Children (18 % ) and Parents with Autism (17.5 %). 


In Figure 4.2, a simple Boxplot provides precise information for five number of 
summary (Q1, Median, Q3, Interquartile Range and Whiskers ) with respect to the 
Gender of the Parents with disabled children. Minitab uses the quartile method for 
calculating box endpoints. The left hand side of the box is the third quartile (Q3). 
75% of the data values are less than or equal to 147.5. The far right hand edge of 
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the box is the first quartile (Q1). 25% of the data values are less than or equal to 
70.5. The box portion of the plot represents the Interquartile Range (IQR=77.0). 
The vertical line drawn through the box shows the median of the data. The median 
durability score is 100. The lines extending from the box are called Whiskers 
(70,166). The Whiskers extend outward to indicate the minimum and maximum 
values in the data set. The maximum is located at the far right hand side of the plot 
, at approximately 166. The minimum value is shown by the far left hand side of 
the plot. For this plot, the left hand Whisker end is at approximately 70. No Outlier 
(asterisks) is present on the plot, hence the data is not affected by extreme value 
that can hamper the result. By using the boxplot we can easily able to assess the 
symmetry of the data. Here the data are skewed, the median did not fall in the 
middle of the IQR box, and right hand Whisker is likely made noticeably longer 
than the left hand Whisker. As data is discrete by nature, we can’t able to show it 


by using a Histogram with a Normal Curve. 


Fig 4.1: Bar Chart of Types of Parents with Disabled Children 
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Boxplot of Types of Parents with Disabled Children 


60 80 100 120 140 160 180 
Frequency 


Fig. 4.2: Boxplot of Types of Parents with respect to their Disabled Children 


With the help of a Probability Distribution Plot, we can interpret the deeper 
meaning of the numbers that describe the present data. The Figure 4.3 is drawn 
based on the Mean and SD values of the given data. It describes the dispersion of 
the values of a random variable in order to indicate the likelihood of an even or 
outcome. This Probability Distribution Plot (PDP) shows where the target values 
fall in a distribution viewing the proportions that are associated with shaded areas. 
About 0.05% of sampled values had scores in the region of interest (174.5 -185.0). 
This is not a very large percentage, so the we may face challenges in finding the 
result. But the data that represents the types of Parents with disabled children was 
not rejected on the grounds that the probability for a particular value or range of 


values must be between 0 and 1. 
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Fig. 4.3: Probability Distribution Plot of Types of Parents with respect to their 
Disabled Children 


Figure 4.4 shows the Probability Plot based on adjusted Anderson-Darling (AD) 
statistic and p-value to verify whether the normal distribution fits collected data on 
types of Parents with Disabled Children. As per guidelines in Minitab, the better 
the distribution fits the data, the smaller this statistic will be. The hypotheses of the 
adjusted Anderson-Darling test for the types of Parents with disabled children are: 


Ho: The data of the types of Parents with Disabled Children follow a specified 
distribution. 

H;: The data of the types of Parents with Disabled Children do not follow a 
specified distribution 


The Anderson-Darling (AD) test was applied to testing whether a normal 
distribution adequately describes a set of data. It is a powerful statistical tool for 
detecting most departures from normality. As the p-value for the Anderson-Darling 
test( p-value=0.084) is near about the chosen significance level (usually 0.05 or 
0.10), it can be concluded that the data follow the specified distribution fairly. 
Cumulative percent is estimated for Row | as 38.6364, Row 2 as 61.3636, Row 3 
as 84.0909, and Row 4 as 15.9091 respectively. The distribution with the smallest 
Anderson-Darling statistic has the closest fit to the data. The data does not 
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perfectly normal as the data points on the probability plot does not form a straight 
line with respect to the types of Parents with disabled children. The reference line 
represents the fitted cumulative distribution function based on the parameters that 
Minitab estimates from the given sample. The probability plot varies sufficiently 
based on the normality test. The AD test statistic (0.498) and p-value ( 0.084) 
support this conclusion. The plot of the data shows that the points does not fall 
reasonably close to the reference line, indicating that the data does not follow a 
normal distribution. The 87 percentile of the data is 150.8, indicating that 87 
percent of the Parents with disabled children’s scores at or below 150.8. On the 
above interpretation Ho should be accepted and it can be concluded that the data of 


the types of Parents with Disabled Children follow a specified distribution. 


Mean 100 
StDev 45.11 
N 4 
AD 0.498 
P-Value 0.084 


1 
1 
H 
5 
Se 
1 
4 
1 
1 
1 
i 
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Fig. 4.4. Anderson-Darling Test for Probability Plot of Types of Parents with 
Disabled Children 


3. Age Of The Parents With Differently Abled Children 


Refering to Table No. 4.3, we can interpret that the highest number of Fathers with 
disabled children were more than 40 years age (n=133, 66.5 %), followed by 31-40 
years age group (n=60, 30%). Only 3.3 % of the Fathers with disabled children 
belonged to the 21-30 years age group. On the other hand, the highest number of 
Mothers with disabled children were more than 40 years age (n=112,56%), 
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followed by 31-40 years group (n=80, 40%) and only 4 % of the Mothers with 
disabled children belonged to the 21-30 years age group. 


Table 4.3: Frequency and Percentage of the Age of the Parents with 
Differently Abled Children (N=400) 


Age range Frequency (Fathers ) % Frequency (Mothers ) % 


ii [|<< (es 
31-40 yrs 60 30 80 40 
More than 40 yrs 133 66.5 112 56 
Total 200 100 200 100 


Table 4.3.1 reveals the descriptive statistics of the age of the Parents with four 
types of disabled children. The mean and median value for Fathers with disabled 
children are counted as 66.7 and 60.0 and for Mothers with disabled children as 
66.7 and 80.0 respectively. The Median value is expressed a big difference between 
Fathers with disabled children (60.0) and Mother with disabled children (80.0). 
Standard Deviation of the age of the Fathers and Mothers of the disabled children 
are 63.3. and 53.27 respectively. The large value of SD indicates that age of the 
Parents with disabled children were more spread out with respect to their age. The 
Q1 and Q3 is found as 7.0 and 133.0 for Fathers with disabled children and 8.0 and 
112.0 for Mothers with disabled children. 


Table 4.3.1: Descriptive Statistics of the Age of the Parents with Disabled 
Children 


"Variable Fathers uv 2« o QL Q3. Sk Ku 
Age of the - KS RN RE Ne Ei OT | 
Parents 
with 
Disabled Mothers ML T 6 Ql Q3 Sk Ku 
Children 66.7 80.0 53.27 8.0 112.0 -1.06 * 


307 


Figure 4.5 shows the Bar Graph of the Age of the Parents with differently abled 
children based on the percentage of the categorical values. Each row of data 


represents a single observation. 


Fig. 4.5: Bar Chart of the Age of the Parents with Disabled Children 


Figure 4.6 shows the Boxplots that provides precise information for five number of 
summary (Q1, Median, Q3, Interquartile Range and Whiskers ) with respect to the 
Age of the Parents with disabled children. Minitab uses the quartile method for 
calculating box endpoints. Here simple Boxplot is drawn as the Researcher wanted 
to create a plot of one variable ( i.e. Age of Parents with respect to their disabled 
children). The bottom of the box is the first quartile (Q1) - 25% of the data values 
are less than or equal to 7.0 ( for Fathers) and 8.0 ( for Mothers). The top of the box 
is the third quartile (Q3) -75% of the data values are less than or equal to 133.0 (for 
Fathers) and 112.0 (for Mothers). The box portion of the plot represents the 
Interquartile Range (IQR). The horizontal line drawn through the box shows the 
median of the data. The median durability scores for Fathers and Mothers of the 
disabled children are 60 and 80 respectively. The maximum value is located at the 
top end of the whiskers in the graph, at approximately 133(for Fathers with 
disabled children) and 112 ( For Mothers with disabled children). The minimum 
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value is shown by the far bottom of the graph (Fathers=7 & Mothers=8). No 
Outlier is present in the boxplot, so it can be concluded that no anomalies were 
happen during data collection. By using the boxplot we can easily able to assess the 
symmetry of the data. This is not an example of Normal distribution as both the 
Positive and Negative Skewness was found .Here the data of the age of the Fathers 
with disabled children are slightly skewed ( Sk=0.47), the median did not fall in the 
middle of the IQR box, and one whisker is likely made noticeably longer than the 
other. The longer upper whisker and large box area above the median indicate that 
the data have a slight positive skewness. The right tail of the given distribution is 
longer than the left tail. On the other hand, the data of the age of the Mothers with 
disabled children displays a negative Skewness (Sk = -1.06) as median falls in the 
upper portion of the plot. The Skewness value is shown in table 4.3.1. and it can be 
interpreted that left tail of the given distribution (for age of the Mothers with 
disabled children) is longer than the left tail. As the Kurtosis value is not found (see 
table 4.3.1), so it can’t be further interpreted. 


Boxplot of Age of the Parents with Disabled Children 
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Fig. 4.6 : Boxplot of the Age of the Parents with Disabled Children 


Figure 4.7 shows the Probability Plot based on adjusted Anderson-Darling (AD) 
statistic test and p-value to verify whether the normal distribution fits collected data 
on the age of Parents with Disabled Children. As per guidelines in Minitab, the 
better the distribution fits the data, the smaller this statistic will be. The hypotheses 
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of the adjusted Anderson-Darling test for the types of Parents with disabled 
children are: 
Ho: The data of the Age of Parents with Disabled Children follow a specified 
distribution. 
H;: The data of the Age of Parents with Disabled Children do not follow a 


specified distribution. 


The Anderson-Darling (AD) test was applied to test whether a normal distribution 
adequately describes a set of data. It is a powerful statistical tool for detecting 
most departures from normality. As the p-value of the age of the Mothers with 
disabled children for the Anderson-Darling test is lower than the chosen 
significance level (at 0.05 % level of significance), it can be concluded that the data 
follow the specified distribution fairly. On the other hand, the p-value of the age of 
the Fathers with disabled children for the Anderson-Darling test is similar to the 
chosen significance level (at 0.05% level of significance ), it can be concluded that 
the data follow the specified distribution fairly. The distribution with the smallest 
Anderson-Darling statistic has the closest fit to the data. The data is perfectly 
normal as the data points on the probability plot form a straight line with respect to 
the types of Parents with disabled children. The reference line represents the fitted 
cumulative distribution function based on the parameters that Minitab estimates 
from the given sample. The probability plot does not varies sufficiently based on 
the normality test. The AD test statistic (Fathers with disabled children =0.192, 
Mothers with disabled children=0.242) and p-value ( F=0.588, M=0.488) support 
this conclusion. The plot of the data shows that the points fall reasonably close to 
the reference line, indicating that the data follow a normal distribution. On the 
above interpretation Ho should be accepted and it can be concluded that the data of 


the age of Parents with Disabled Children follow a specified distribution. 
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Variable 


—e— Fathers 
—g Mothers 


Mean StDev N AD P 
66.67 63.26 3 0.199 0.588 
66.67 53.27 3 0.242 0.440 


Fig. 4.7: Anderson-Darling Test of Age of the Parents with Disabled Children 


4. Religion Of The Parents With Differently Abled Children Table 


Referring to Table No. 4.4, we can reveal the frequency and percentage of the 
Religion of the Parents with differently abled children. As illustrated in the above 
mentioned table, most of the Parents with differently abled children belonged to 
Hindu religion , say for example , 60% of the Fathers with differently abled 
children (n=120) and 62 % of the Mothers with differently abled children (n=124) 
belonged to Hindu religion. Islamism occupied 27.5 % of the Fathers with 
differently abled children and 25 % of the Mothers with differently abled children 
in the selected area. Almost 2 % of the Parents occupied Shikhism. 10% of the 
Fathers and 11% of Mothers with differently abled children occupied Christian 
religion. Others religion covered only 0.5 % of the Fathers with differently abled 
children and almost nil for Mothers with differently abled children in the study 
area. It can be said that inter caste marriage or marrying from other religions was 
one of the major reasons behind the discrimination on Religion among the Fathers 
and Mothers of the differently abled children. In few cases, Muslim guys married 


Hindu girls and those girls converted to Islamism. 
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Table 4.4: Frequency and Percentage of Religion of the Parents with 


Differently Abled Children 


Religion Frequency Percentage Frequency Percentag 


(Fathers) (Mothers) 
Hinduism 
Islamism 
Sikhism 
Christians 


Others 


Table 4.4.1 shows the Mean, Median, SD ,Q1 ,Q3, Skewness and Kurtosis values 
of the Religion of the Parents with differently abled Children. Minimum and 
Maximum value are estimated ( in table 4.3.) for Fathers with differently abled 
children on Religion as 1.0 and 120.0 respectively. On the other hand, Minimum 
and Maximum value are estimated for Mothers with differently abled children on 
Religion as 0.0 and 124.0 respectively. It shows the mean value as 40.0 for both 
the Fathers and Mothers of the differently abled children. If the confidence interval 
includes zero we can hypothesize that there is no significant difference between the 
means of the two samples at a given level of confidence. Median value for Fathers 
with differently abled children are 20 .0 and for Mother are 22.0. The value of 
SD for both Fathers and Mothers of the differently abled children are 49.6 and 50.9 
respectively. The large value of SD indicates that types of religion of the Parents 
with differently abled children are too much spread out over the mean. Q1 and Q3 
value are estimated for Fathers with differently abled children as 2.5 and 87.5 and 
for Mothers with differently abled children as 2.0 and 87.0 respectively. Skewness 
and Kurtosis are estimated for the Fathers with differently abled children on 
Religion as 1.37 and 1.33 respectively. Skewness and Kurtosis values for the 
Religion of the Mothers with differently abled children are 1.51 and 2.06 
respectively. The data indicates that the distribution of the frequency of the Parents 
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(Fathers and Mothers with differently abled children ) are skewed positively. It can 
be assumed that the right tail of the given distribution is longer than the left tail. 
Kurtosis value is lower than 0.263 for Fathers with differently abled children, 
hence it is not an example of Normal distribution. As continuous data is not 
available with respect to the category of Religion , it can’t be interpreted with the 


help of a Histogram with a Normal Curve. 


Table 4.4.1: Descriptive Statistics of the Religion of the Parents with 
Differently Abled Children 


Religion of 
the Parents 


with 


Moth 1 3 
Minty | ou Somer [| EDs orl ae] | Re 
40.0 | 22.0 50.9 2.0 87.0 2.06 
Abled 
Children 


Figure 4.8 shows the distribution of data of the Parents ( Fathers vs Mothers) with 


differently abled children with respect to their Religion in the study sample through 
a Matrix Plot. The scatterplot for Religion of the Fathers and Mothers with 
differently abled children shows a fairly strong and positive and linear relationship 
between these two groups. Further, the data is not situated in a tight line 
suggesting that a simple linear model does not fits the data well. There is no need 
to exclude the data from the model as both groups represents the data in a fairly 


manner and it is clearly visible on the plot. 
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Matrix Plot of Religion of the Parents with Disabled Children 
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Fig 4.8: Matrix Plot of Religion of the Parents with Differently Abled Children 


The Figure 4.9 displays a Boxplot that provides a precise information for Q1, 
median, Q3, interquartile range, whiskers, and N of the Religion of the Parents with 


disabled children. The Boxplot shows the following information: 


The median durability score is 40 for both Fathers and Mothers with differently 
abled children, showing by the horizontal line through the box. The IQR of the 
distribution is 85.0, indicating by the box portion of the plot. No outliers are 
present. The QI and Q3 for Fathers with differently abled children are 2.5 and 
87.5 respectively, showing by the bottom and top of the box. The Q1 and Q3 of the 
Mothers with differently abled children with respect to their Religion are 2.0 and 
87.0 respectively. Median does not fall in the middle portion of the box, so 
Skewness is present. The longer upper whisker and large box area above the 
median indicate that the data are skewed positively- the right tail of the distribution 
is longer than the left tail. It is also supported by the descriptive statistics as 
revealed in table 4.4.1. 
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Boxplot of Religion of the Parents with Disabled Children 
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Fig 4.9: Boxplot of Religion of the Parents with Differently Abled Children 


5. Caste Of The Parents With Differently Abled Children 


The frequency and percentage of the caste of the Parents with differently abled 
children has been shown on Table 4.5. It was found that among the Fathers with 
differently abled children, General Caste was the highest number (53%), followed 
by OBC (26%) , SC (14.5%) and STs(6.5). Among the various castes of the 
Mothers with differently abled children, General Caste was the highest (43.5%), 
followed by OBC(29%), SC(21%), and ST (6.5%). As evident from the table that 
inter-caste marriage was occurred amongst the different castes, although it was not 
happened in case of ST Parents because of the orthodox mentality of the upper 
caste people. Another important thing is that Casteism was prevalent in Hinduism 
only. Respondents from other communities didn’t recognise casteism as a 
prestigious matter for their marriage system. The Researcher intended to exhibit a 
clear picture of different caste system of the Parents with differently abled children 
as ‘casteism’ might be an influential factor in parenting a child with disabilities. 
Indian social system is still now based on ‘casteism’ and different studies 


established a close relation between casteism and other social functions as Parents 
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belonged to lower caste occupies ‘lower status’ in the society and they are the 


victims of poverty. 


Table 4.5: Frequency and Percentage of Caste of the Parents with Differently 
Abled Children 


Caste Fathers % Mothers % 
General 106 53 87 43.5 
OBC 52 26 58 29 
SC MS) 14.5 42 Zl 
ST 13 6.5 13 6.5 
Total 200 100 200 100 


Referring to Table No. 4.5.1, we can see the Mean, Median, SD ,Q1 ,Q3, Skewness 
and Kurtosis values of the Caste of the Parents with differently abled Children. It 
shows the Mean value as 50.0 for both the Fathers and Mothers of the differently 
abled children with respect to their Caste. Median value of the distribution for 
Fathers with differently abled children are 40.5 and for Mother are 50.0. The 
value of SD of the caste of both Fathers and Mothers of the differently abled 
children are 40.6 and 30.9 respectively, indicating a big difference. The large value 
of SD indicates that types of castism of the Parents with differently abled children 
are too much spread out over the mean. The Q1 and Q3 value of the caste are 
estimated for Fathers with differently abled children as 17.0 and 92.5 and for 
Mothers with differently abled children as 20.3 and 79.8 respectively. Skewness 
and Kurtosis are estimated for Fathers with differently abled children on various 
castes as 0.15 and 1.07 and for Mothers with differently abled children as 0.00 and 
0.12 respectively. 


Table 4.5.1: Descriptive Statistics of Various Castes of the Parents with 


Differently Abled Children 
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Variable — Fathers U Tt o Ql = =Q3 Sk Ku 


“Caste of 50.0 40.5 406 170 92.5 O15 107 — 
the 

Parents 

with Mothers Mu 7 o Ql Q3 Sk Ku 
Lge 6 50.0 50.0 309 203 798 0.00 0.12 
Children 


Figures 4.10 and 4.11 show the Bar Chart of the Caste system of the Parents with 
disabled children based on the percentage of the individual data, indicating by the 
‘y’ axix of the bar. Each bar can represent a count of a category (frequency values 
from a table). Bottom line ( ‘x’ axis of the Bar Chart ) resembles the frequency of 


the data and top of the bar resembles the percentage of the given data as mentioned 
in table 4.5. 


Bar Chart of Caste of the Fathers with Disabled Children 


Percent 


106 52 29 B 
Fathers 


Percent within all data. 
I 


Fig. 4.10: Bar Chart of the Caste of the Fathers with Differently Abled 


Children 
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Bar Chart of Caste of the Mothers with Disabled Children 


Percent 


Mothers 


Percent within all data. 


Fig. 4.11: Bar Chart of the Caste of the Mothers with Differently Abled 


Children 


As illustrated in Figure 4.12, the Probability Plot based on Anderson-Darling test as 
well as p-value resembles the nature of the distribution of the data with respect to 
the caste system of the Parents with disabled children. It verifies whether the 
normal distribution fits collected data on Caste of Parents with Disabled Children. 
The better the distribution fits the data, the smaller this statistic will be. The 
hypotheses of the adjusted Anderson-Darling test for the caste of Parents with 
disabled children are: 

Ho: The data of the caste of Parents with Disabled Children follow a specified 
distribution. 

H;: The data of the caste of Parents with Disabled Children do not follow a 
specified distribution 

The Anderson-Darling (AD) test was applied to testing whether anormal 
distribution adequately describes a set of data. The p-value for the Anderson- 
Darling test ( Fathers = 0.468) with respect to the caste of the Fathers is lower than 
the significance level ( at 5% level of significance), hence it can be concluded that 
the data follow the specified distribution fairly. The p-value for the Anderson- 
Darling test ( Mothers = 0.857) with respect to the caste of the Mothers is higher 
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than the significance level ( at 5% level of significance). So it can be concluded 
that the distribution of the data that represents the caste of the Fathers with 
differently abled children follow the specified distribution fairly rather than the 
data represents the caste of the Mothers with differently abled children. 


As shown in the following figure, the distribution with the smallest Anderson- 
Darling statistic has the closest fit to the data. The data is perfectly normal as the 
data points on the probability form a straight line with respect to the caste of the 
Parents with disabled children. The reference line represents the fitted cumulative 
distribution function based on the parameters that Minitab estimates from the given 
sample. The probability plot does not vary sufficiently based on the normality test. 
The low value of AD test statistic and p-value support this conclusion. The AD test 
value for Fathers and Mothers having disabled children with respect to their caste is 
0.265 and 0.159 respectively. The plot of the data shows that the points fall 
reasonably close to the reference line, indicating that the data follow a normal 
distribution. The 87 percentile of the data for Fathers with disabled children is 84.8, 
indicating that 87 percent of the Fathers with disabled children’s scores at or 
below 84.8. On the other hand, the 87 percentile of the data for the Mothers with 
disabled children is 95.8, indicating that 87 percent of the Mothers with disabled 
children’s scores at or below 95.8. On the above interpretation H; should be 
rejected and it can be concluded that the data of the types of Parents with Disabled 
Children follow a specified distribution. 
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Probability Plot of Caste of the Parents with disabled children 
Normal - 95% Cl 


| Variable 
—e— Fathers 
—m®-— Mothers 


RRP MOEN NTS Mean StDevN AD P 
50 40.62 4 0.265 0.468 
50 30.91 4 0.159 0.857 


Percent 


1 


I 
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Fig.4.12: Anderson-Darling Test of Probability Plot of the Caste of the Parents 


with Differently Abled Children 


Figure 4.13 exibits the Boxplot of the caste of the Parents with differently abled 
children. As sample size is large (n=400) , Boxplot is drawn with the help of 
Minitab 17 version softwere. All basic statistics of the caste of the Parents with 
differentlyabled children are clearly shown on Boxplot. The horizontal line drawn 
through the box represents the Median of the data, indicating a big difference 
between Father and Mothers of the differently abled children here. In the boxplot 
of the precipitation data the median is more centered in the IQR box for the 
Mothers with differently abled children, and the whiskers in the left side box are 
higher in length than the right side box. This indicates that the data represents the 
caste of the Mothers having disabled children are following more normal 
distribution than the data represents the Fathers having disabled children. Skewness 
value of the caste of the Mothers having disabled children is zero, hence it is a 
normal distribution. On the other hand , the Skewness value of the Fathers with 
differently abled children is 0.15 (as shown in figure 4.5.1 ) indicating that the 
distribution of the data of the caste of the Parents with differently abled children is 
positively skewed and not a Normal distribution. The Skewness value more than 


zero supports this assumption. As discrete data is collected, the distribution of the 
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data of the caste of the Parents having disabled children can’t be shown by a 


Histogram with Normal curve. 


Boxplot of Caste of the Parents with Disabled Children 
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Fig. 4.13: Boxplot of the Caste of the Fathers with Differently Abled Children 
6. Locality Of The Parents With Differently Abled Children 


Table 4.6 shows the frequency and percentage of the locality of the Parents with 
disabled children. It was found that among the Parents of the disabled children, 
Urban Parents was the highest number (Fathers =60%, Mothers =55%), followed 
by Semi Urban (Fathers=20.0%, Mothers=27.5%), Slum (both Parents=15%), and 
Rural (Both Parents=5%). As the Researcher selected the Urban area for collecting 


the sample, so most of the respondents are living in Urban areas. 


Table No. 4.6 : Frequency and Percentage of the Locality of the Parents with 
Differently Abled Children (N=400) 


Locality Frequency % Frequency % 
(Fathers) (Mothers) 
Rural 10 5 10 5 
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Urban 120 60 110 55 


Semi urban 40 20 50 Ze 
Slum 30 15 30 15 
Total 200 100 200 100 


Table 4.6.1 shows the descriptive statistics of the Locality of the Parents with 
differently abled children. The minimum values among the Fathers and Mothers 
with differently abled children with respect to their Locality of living are 10. On 
the other hand, the maximum values among the Fathers and Mothers with 
differently abled children are 120 and 110 respectively. The Mean values of the 
both Fathers and Mothers having differently abled children (u =50) with respect to 
their locality are the same. Median values of the Locality of the Mother with 
differently abled children is slightly higher than the Fathers (L =35<40). The SD 
values indicates that locality of the Parents with disabled children are spread out, 
although their is a slight difference among them( Fathers=48.3, Mothers =42.2). 
The Quartile values indicate the point on the score scale below which a given 
quarter of the case lie. Quartile Deviation 1 for Fathers and Mothers with 
differently abled children are the same (Q1=15), whereas Q3 are 100.0 and 95.0 
respectively. Inter Quartile Range (IQR) of the Locality of the Fathers and Mothers 
with Differently Abled Children are 85.0 and 80.0 respectively. Skewness and 
Kurtosis are estimated for Fathers with differently abled children on their Locality 
of living as 1.60 and 2.87 and for Mothers with differently abled chidren as 1.19 
and 1.50 respectively. 


Table 4.6.1: Descriptive Statistics on Locality of the Parents with Disabled 
Child 


Variable Fathers Lu T o Ql Q3 IQR Sk Ku 
50.0 35.0 48.3 15.0 100.0 85.0 1.60 2.87 
Locality 


of the 
Mothers M oT o Q1 Q3 IQR Sk ku 


50.0 40.0 43.2 15.0 95.0 80.0 1.19 1.50 


Parents 
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To interpret those descriptive statistics Figure 4.14 involves with a Bar Chart 
showing the percentage of the categorical variable ( Locality of the Mothers with 
differently abled children) vertically on ‘y’ axis. On the other hand, the ‘x’ axis 
(Horizontal) represents the group variables of the Fathers and Mothers with 
differently abled children. Each bar represents a count of a category (frequency 
values from a table). The chart shows that among the Fathers with differently abled 
children Urban people occupied highest numbers ( 60%), followed by semi urban 
(20%), slum( 15%), rural people (5%). On the other hand, among the Mothers with 
differently abled children Urban occupied highest numbers (55%), followed by 
semi urban (25%), slum (15%, and rural(5%). This differences was occurred as 
some working Mothers/ Fathers with differently abled children were staying 


separately far away from their native place. 


Bar Chart of Locality of the Parents with Disabled Children 


Urban — Semi Urban Slum Rural 


Percent 


Urban Semi Urban Slum Rural 
Locality 


Percent within all data. 


Fig. 4.14: Bar Chart of the Locality of Mothers with Differently Abled 
Children 


It is now necessary to verify whether the normal distribution fits collected data on 
Locality of Parents with Disabled Children. To understand it, the Anderson-Darling 
test need to be utilised. The hypotheses of the Anderson-Darling test for the 
Locality of the Parents with disabled children are: 
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Ho: The data of the Locality of Parents with Disabled Children follow a specified 
distribution. 
H,: The data of the Locality of Parents with Disabled Children do not follow a 


specified distribution 


As illustrated in the following Probability plot (Fig.4.15), the p-value for the 
Anderson-Darling test ( Fathers = 0.165) with respect to the Locality of the Fathers 
is lower than the significance level ( at 5% level of significance), hence it can be 
concluded that the data follow the specified distribution fairly. The p-value for the 
Anderson-Darling test ( Mothers = 0.450) with respect to the Locality of the 
Mothers is also lower than the significance level ( at 5% level of significance). So 
it can be concluded that the distribution of the data that represents the Locality of 
the Fathers with differently abled children follow the specified distribution fairly 
rather than the data represents the Locality of the Mothers with differently abled 
children. The AD test value for Fathers and Mothers having disabled children with 
respect to their Locality of living is 0.407 and 0.271 respectively. The plot of the 
data shows that all points do not reasonably fall close to the reference line, 
indicating that the data does not follow a normal distribution. The 87 percentile of 
the data for Fathers with disabled children is 98.7, indicating that 87 percent of the 
Fathers with disabled children’s scores at or below 98.7. On the other hand, the 87 
percentile of the data for the Mothers with disabled children is 114.4, indicating 
that 87 percent of the Mothers with disabled children’s scores at or below 114.4 . 
On the above interpretation H; should be rejected and it can be concluded that the 
data of the Locality of living of the Parents with Disabled Children follow a 
specified distribution and it should be accepted for conducting the study. 
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Probability Plot of Locality of the Parents with Disabled Children 
Normal - 95% Cl 


Variable 
—e— Fathers 
—g Mothers 
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Fig.4.15: Anderson-Darling Test of Probability Plot for the Locality of the 
Parents with Differently Abled Children. 


As illustrated in Figure 4.16, the whiskers of the Boxplot with respect to the 
Locality of the Fathers with differently abled children are much extended outward 
(top whiskers) than the Mothers with differently abled children , indicating highest 
values in the data. As Median of the Locality of the Mothers with differently abled 
children is higher than the Fathers with differently abled children at 95% 
confidence interval, the horizontal line drawn through the box is placed higher in 
the right side box rather than left side box. The lowest values are represented by the 
bottom whiskers ( Both Parents = 10). In the figures, the bottom edge of the box 
represents Q1, while the top edge represents Q3, indicating slight difference with 
respect to Locality between the Fathers and Mothers of the differently abled 
children. The box portion of the plot represents the Interquartile Range( IQR), 
indicating the difference (80>85) between Fathers and Mothers with differently 
abled children with respect to their frequency distribution on Locality. 
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Boxplot of the Locality of Parents with Disabled Children 
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Fig. 4.16 : Boxplot of the Locality of the Fathers with Differently Abled 
Children 


7. Distance Of The Residence From Nearest Primary Health Centre (PHC) 


It is evident from Table 4.7 that the majority of the parents (60%) were living 
within 2-5 km from the Primary Heath Centre, followed by within 1 km (22.5%), 
6-10 km (12.5%), and more than 10 km (5%). It indicates that infrastructure to 
minimize the Birth Mortality Rate (BMR) was available in the locality. 


Table 4.7: Frequency and Percentage of the Distance of the Residence from 


Nearest Primary Health Centre (PHC) 


‘Distance = —————SSSs«WFrrequency (n=480) % (100) 
Withinikm 9 22.5 000° 
2-5 km 240 60 
6-10 km 50 25 
More than 10 Km 20 5 
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As illustrated in Table 4.7.1, Minimum and Maximum values with respect to the 
distance of the residence from nearest Primary Health Centre (PHC) is 20.0 and 
240.0 respectively, indicating a big difference. Mean and Standard Error of Mean 
with respect to distance of the residence from nearest PHC in the sample are 100.0 
and 48.8 respectively. The Median of the Parents with differently abled children 
with respect to their distance of the residence from nearest Primary Health Centre 
(PHC) are 70 suggesting much skewed by extremely large values.. The Standard 
Deviation of the Parents with respect to distance of the residence from nearest 
Primary Health Centre (PHC) is 97.64, indicating that the data points are spread 
out over a wider range of values. SD is calculated in order to measure confidence 
in statistical conclusions. The Variance (62 ) of the data with respect to distance of 
the residence from nearest Primary Health Centre (PHC) is enough larger (62 
9533.3 ) indicating that data set is too much spread out. Coefficient of Variance 
(cov) of the data is too much large ( cov = 97.64), hence it can be concluded that 
the data set is something risky to conduct a study. The Quartile 1 and Quartile 3 of 
the sample with respect to distance of the residence from nearest Primary Health 
Centre (PHC) are 27.5 and 202.5 respectively. Inter Quartile Range (IQR) of the 
given data is 175.0 indicating the difference between upper and lower quartiles. 
Sum of squares of the data is 68600.0. Skewness ( Sk=1.51 ) of the given data is 
higher than 1 , so the tail is on the right side of the distribution. The Kurtosis 
(Ku=2.32) of the given data is lower than 0.263. 


Table 4.7.1: Descriptive Statistics of the Distance of the Residence from 


Nearest Primary Health Centre (PHC) 


Variable N Minimum Maximum L SEM T 
Distance 4 20.0 240.0 100.0 48.8 70.0 
of the 
residence a . 7 5 
Hon a 6 o cov Q Q 
nearest 7 97.64 9533.3 97.64 27.5 202.5 
PHC 
N for M, IQR Sum of Sq Sk Ku MSSD 
0 175.0 68600.0 1.51 2.32 9916.7 
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To interpret those descriptive statistics a Bar Chart (Fig.4.17) is drawn showing the 
percentage of the Distance of Residence of the Parents with differently abled 
children vertically on ‘y’ axis. On the other hand, the ‘x’ axis (Horizontal) 
represents the categorical variables (Distance of Residence) with differently abled 
children. Each bar represents percentage values from a table. The chart shows that 
among the Parents with differently abled children the highest numbers of Parents 
were living within 2-5 km from nearest Primary Health Center, followed by within 
1 km (22.5%), 6-10 km (12.5), and more than 10 km (5%). This independent 
variable is an important aspect to understand the health consciousness of the 


Parents, especially for the Mothers with differently abled children during their 
pregnancy. 


Chart of Distance of Residence of the Parents from nearest PHC 
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Fig. 4.17: Bar Chart of the Distance of the Residence of the Parents with 
Differently Abled Children from PHC 


The Figure 4.18 is illustrated to verify whether the normal distribution fits collected 
data on Distance of Residence of Parents with Disabled Children from their nearest 
Primary Health Centre. The hypotheses of the Anderson-Darling test are: 

Ho: The data of the Distance of the Parents with Disabled Children from their 
nearest PHC follow a specified distribution. 
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H,: The data of the Distance of the Parents with Disabled Children from their 


nearest PHC do not follow a specified distribution. 


As illustrated in the following Probability plot, the p-value for the Anderson- 
Darling test ( p = 0. 233) with respect to the Distance of Residence of the Parents 
is lower than the significance level ( at 5% level of significance), hence it can be 
concluded that the data follow the specified distribution fairly. The AD test value 
for Parents having disabled children with respect to their Distance of Residence is 
0.361. The plot of the data shows that all points do not reasonably fall close to the 
reference line, indicating that the data does not follow a normal distribution. The 87 
percentile of the data for Fathers with disabled children is 210, indicating that 87 
percent of the Parents with disabled children’s scores at or below 210. On the 
above interpretation H,; should be rejected and it can be concluded that the data of 
the Locality of living of the Parents with Disabled Children follow a specified 
distribution and it should be accepted for conducting the study. 


Probability Plot of Distance of Residance of the Parents from nearest PHC 
Normal - 95% Cl 


Mean 100 
StDev 97.64 


N 4 
AD 0.361 
87 | P-Value 0233 
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Fig. 4.18: Anderson-Darling Test of Probability Plot of the Distance of the 
Residence of the Parents with Differently Abled Children from Nearest PHC 


The descriptive statistics of the Distance of Residence of the Parents with disabled 
children can be illustrated further with the help of a Boxplot ( Ref. Figure 4.19). 
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Most of the respondents (n=240) was living between 2-5 km distance from the 
PHC, indicating by the top Whisker as shown on the plot. The Mean value of the 
data is 100, indicating by the star mark. The Median value of the data is (70), 
indicating by the horizontal line. The First Quartile of the distribution is 75.5, 
indicating by the bottom edge of box and the Third Quartile of the distribution is 
202.5, indicating by the top edge of the box. The IQR or the middle 50% of the 
observations of the distribution is 175, indicating by the box portion of the plot. 
As the data are skewed , the median does not fall in the middle of the IQR box, 
and the top whisker is likely noticeably longer than the bottom Whisker. It is 
supported by the value of Skewness (1.51) and Kurtosis (Ku=2.32) as mentioned 
in Table 4.7.1. As it is an example of discrete data, Histogram (with a Normal 


curve ) can’t be drawn to show it. 


Fig. 4.19: Boxplot of the Distance of the Residence of the Parents with 
Differently Abled Children from PHC 


8. Parents’ Age At The Time Of Marriage 


Referring to Table No. 4.8, we can see that about 45% of the respondents ( Fathers 
with differently abled children= 112, & Mother with differently abled children = 
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68) got married between 23 -30 years age, followed by the age group between 18- 
22 years , below 18 years , 31- 40 years, and lastly 41 years and above. It is also 
evident from the table that child marriage was one of the major health issue for the 


Mothers with differently abled children in the sample are. 


Table 4.8 : Frequency and Percentage of the Parents’ Age at the Time of 


Marriage 
Parents age at the time of N=400 % 
Marriage TO CT taal 
Fathers Mothers 

Below 18 Yrs 8 52 60 15 
18-22 Yrs 19 51 70 175 

23-30 yrs 112 68 180 45 
31 -40 yrs 45 22 67 16.75 
41 yrs and above 16 7 23 5.15 

Total 200 200 400 100 


As shown in Table 4.8.1 , the Mean , Median and SD of the age of the Parents’ 
with differently abled children at the time of marriage are 80.0, 67.0 , and 59.0 
respectively. The high SD value indicates that the data points are spread out over a 
wider range of values. IQR of the given sample distribution is 83.5. Skewness 
value and Kurtosis value of the given distribution are 1.67 and 3.44 respectively. It 
is a Platokurtic distribution as kurtosis value is greater than 0.263, indicating it is 
flatter than the normal. The distribution can be considered as skewed positively as 
there are many individuals in a group with their scores less than the average scores 


of their group. 
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Table 4.8.1: Descriptive Statistics of the Age of the Parents at the Time of 


Marriage 
Variable N Minimum Maximum Lu SEM T 
5 230 180 80.0 26.6 67.0 
Age of the 
Parents at M, 6 o COV Q1 Q3 
the time of + 59.0 3479.5 ee 45.5 125.0 
Marriage 
N for M. IQR Sum of Sk Ku MSSD 
Squires 
0 &3.5 45918.0 1.63 3.44 3363.1 


To interpret those descriptive statistics a Bar Chart (Fig.4.20) is drawn showing the 
percentage of the Age of the Parents with differently abled children at the time of 
Marriage. It is shown vertically on ‘y’ axis. On the other hand, the ‘x’ axis 
(Horizontal) represents the categorical variables (Age at the time of Marriage) with 
differently abled children. Each bar represents percentage values from a table. The 
chart shows that among the Parents with differently abled children the highest 
numbers of Parents were married at the age of 23-30 (45%), followed by 18-22 age 
group (17.5%), 31-40 age group (16.75%), below 18 yrs (15%), and 41 yrs and 
above age group (5.75%). This independent variable is an important aspect to 
understand the health consciousness of the reproductive system of the Parents, 
especially for the Mothers with differently abled children during their pregnancy. It 
can also help us to interpret the others dependant variables that are related to the 


present phenomena. 
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Fig. 4.20: Bar Chart of the Age of the Parents’ with Differently Abled Children 


at the Time of Marriage 


The Figure 4.21 is drawn to verify whether the normal distribution fits collected 
data on Age of the Parents with Disabled Children at the time of marriage. The 
hypotheses of the Anderson-Darling test are: 

Ho: The data of the age of the Parents with Disabled Children at the time of 
marriage follow a specified distribution. 

H;: The data of the age of the Parents with Disabled Children at the time of 


marriage do not follow a specified distribution. 


As illustrated in the following Probability plot, the p-value for the Anderson- 
Darling test ( p = 0.167) with respect to the age of the Parents with differently 
abled children at the time of marriage is higher than the significance level (at 5% 
level of significance), hence it can be concluded that the data does not follow the 
specified distribution fairly. The AD test value for Parents having disabled children 
with respect to their age at the time of marriage 1.548. The plot of the data shows 
that all points do not reasonably fall close to the reference line, indicating that the 
data does not follow a normal distribution. The 87 percentile of the data for Parents 


with disabled children is 150.8, indicating that 87 percent of the Parents with 
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disabled children’s scores at or below 150.8. On the above interpretation Ho should 
be rejected and it can be concluded that the data of the age of the Parents with 


Disabled Children at the time of marriage does not follow a specified distribution. 


Probability Plot of the Age of the Parents at the Time of Marriage 
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4.21: Anderson-Darling Test of the Probability Plot of the Age of the Parents’ 
with Differently Abled Children at the Time of Marriage 


As evident from Figure 4.22, the Whiskers of the Boxplot are extended outward 
more on the upper portion of the box than the lower portion, indicating highest and 
lowest values in the distribution. The Median value of the given data (£ = 80) is 
indicated by the horizontal line drawn through the box. In the box, the horizontal 
line is not situated in the middle portion rather it is in the lower of the middle 
portion due to the skewness of the distribution of the data. The Mean value of the 
data is 80, indicating by the star mark. It is located just on the upper portion of the 
Median. The Fist Quartile of the given distribution is 45.5 represented by the 
bottom edge of the box, on the other hand, the Third Quartile of the given 
distribution is 125.0 represented by the top edge. The Inter Quartile Range (IQR) of 
the given distribution is 83.5 represented by the box portion of the above figure. As 
data are positively skewed (Sk = 1.63) the Median does not fall in the middle of the 
IQR box and top Whisker is noticeably longer than the down whisker. It indicates 
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that the data is asymmetric. No outlier is present outside the Whiskers, indicating 
that extreme values do not have a negative impact on the given distribution for 
conducting the study. It is not possible to interpret the distribution with the help of 


a Histogram as the given data is discrete by nature. 


Boxplot of Age of the Parents at the Time of Marriage 


Parents 


Fig. 4.22: Boxplot of the Age of the Parents with Disabled Children at the 


Time of Marriage 
9. Type Of Marriage Of The Parents With Disabled Children 


Referring to Table No. 4.9, we can demand that the majority of the Parents with 
differently abled children preferred Arranged Marriage ( n=97, 48.5%), followed 
by Love Marriage (n=68, 34%), Consganity (n=31, 15.5.%) and Others types of 
Marriage ( n=4, 2%). From the distribution of the data, it was found that Arrange 
Marriage was a prestigious matter before the family of the Parents with differently 
abled children. The distribution of data indicates the religious tradition as well as 
the social mentality of the Parents with differently abled children with respect to 


their marriage. 
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Table 4.9: Frequency and Percentage of the Type of Marriage of the Parents 
with Disabled Children (N=200 Parents) 


Type of Marriage 


Consganity 


Love Marriage 


Arranged Marriage 


Others 


Total 


N=200 Parents 


31 


68 


200 


100 


As shown in Table 4.9.1, the Mean, Median and SD of the Parents having 


differently abled children with respect to their type of marriage are 50.0, 49.5 , 49.9 


respectively. the high SD value indicates that data points are spread out over a 


wider range of values. IQR of the given sample distribution is 79.0. Skewness and 


Kurtosis value of the given distribution are 0.05 and -2.03 respectively. The 


Kurtosis value is less than 0.263, indicating the frequency distribution is more 


peaked than the normal. It can be recognised a Leptokurtic distribution. The 


distribution can be considered as negative skewness as there are many individuals 


in a group with their scores higher than the average score of the group. 


Table 4.9.1: Descriptive Statistics of the Type of Marriage of the Parents with 
Disabled Children (200 Parents) 


Variable 


Age of the 
Parents at 
the time of 


Marriage 


N 
4 


N for M, 


Minimum 


4.0 


IQR 


79.0 


Maximum 


97.0 


1670.0 


Sum of 
Squires 
15010.0 
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Sk 


0.05 


-2.03 


To interpret those descriptive statistics a Bar Chart( See Fig.4.23) is drawn showing 
the percentage of the Age of the Parents with differently abled children at the time 
of Marriage. It is shown vertically on ‘y’ axis. On the other hand, the ‘x’ axis 
(Horizontal) represents the categorical variables (Age at the time of Marriage) with 
differently abled children. Each bar represents percentage values from a table. The 
chart shows that among the Parents with differently abled children the highest 
numbers of Parents were married at the age of 23-30 (45%), followed by 18-22 age 
group (17.5%), 31-40 age group (16.75%), below 18 yrs (15%), and 41 yrs and 
above age group (5.75%). This independent variable is an important aspect to 
understand the health consciousness of the reproductive system of the Parents, 
especially for the Mothers with differently abled children during their pregnancy. It 
can also help us to interpret the others dependant variables that are related to the 


present phenomena. 


Fig. 4.23: Bar Chart of the Type of Marriage of the Parents with Differently 
Abled Children 


The Figure 4.24 is drawn to verify whether the normal distribution fits collected 
data on Types of Marriage of the Parents with Disabled Children. The hypotheses 
of the Anderson-Darling test are: 
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Ho: The data of the type of marriage of the Parents with Disabled Children follow a 
specified distribution. H;: The data of types of marriage of the Parents with 
Disabled Children do not follow a specified distribution. 


The following Probability plot represents the p-value for the Anderson-Darling test 
( p = 0.797) with respect to types of marriage of the Parents with differently abled 
children is higher than the significance level (at 5% level of significance), hence it 
can be concluded that the data does not follow the specified distribution fairly. The 
AD test value for Parents having disabled children with respect to their types of 
marriage is 0.176 at 5% level of significance. The plots of the data show that all 
points fall close to the reference line. The 87 percentile of the data for Parents with 
disabled children is 96.0, indicating that 87 percent of the Parents with disabled 
children’s scores at or below 96.0 with respect to their types of marriage. On the 
above interpretation Hp should be rejected and it can be concluded that the data of 
the age of the Parents with Disabled Children at the time of marriage does not 
follow a specified distribution for conducting the study. 


Probability Plot of the Type of Marriage of the Parents 
Normal - 95% Cl 


Mean 50 
StDev 40.87 
N 4 


AD 0.176 
P-Value 0.797 
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Fig.4.24 : Anderson-Darling Test of Probability Plot of the Type of Marriage of 
the Parents with Differently Abled Children 


As shown in Figure 4.25, the Median value of the given distribution is 49.5 


represented by the horizontal line in the above mentioned figure. The precipitation 
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data is similar to the normal distribution as Skewness value is 0.05. No outlier is 
present, so the data look much more normal. As sample size is 400, so it is not 
difficult to judge the normality of the given distribution with respect to the type of 
Marriage of the Parents with differently abled children. As shown in the Figure , 
the top Whisker is extended outward indicating Maximum values (97) and down 
Whisker represents Minimum values (4) in the given distribution. The Fist Quartile 
of the given distribution is 10.8 represented by the bottom edge of the box , on the 
other hand, the Third Quartile of the given distribution is 89.8.0 represented by the 
top edge. The Inter Quartile Range (IQR) of the given distribution is 79.0 
represented by the box portion of the above figure. As data are slightly skewed ( Sk 
= 0.05) the Median falls in the middle of the IQR box and top whisker is noticeably 
similar in length like the down whisker. No outlier is present in the data. This is a 
good indication that outlier may not be from the same population as the rest of the 


data sample data and the data can be accepted fairly for conducting the study. 


Fig. 4.25: Boxplot of the Type of Marriage of the Parents with Differently 
Abled Children 


10. Marital Years Of The Parents With Differently Abled Children 
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It is evident from Table No. 4.10 that the highest number of Parents with differently 
abled children with respect to their Marital years was 17-20 years age group (n= 
68, 34 %) , followed by 21 years and above group age (n= 64, 32 %), 13-16 years 
age group (n= 42, 21 %), and 9-12 yrs age group (n=26, 13%). 


Table 4.10: Frequency and Percentage of the Marital Years of the Parents with 
Differently Abled Children (N= 200 Parents) 


Marital Years Frequency Percentage 
9- 12 yrs 26 13 
13-16 yrs 42 21 
17-20 yrs 68 34 

21 yrs and above 64 32 
Total 200 100 


As shown in table 4.10.1, the Mean, Median and SD of the Parents having 
differently abled children with respect to their type of marriage are 50.0, 53.0, and 
19.66 respectively. The low SD values ( SD= 19.66) indicates that the data points 
tend to be close to the Mean. IQR of the given sample distribution is 37.0. 
Skewness and Kurtosis value of the given distribution are -0.51 and -2.81 
respectively. The Kurtosis value is less than 0.263, indicating the frequency 
distribution is more peaked than the normal. The distribution can be considered as 
skewed negatively as there are many individuals in a group with their scores higher 


than the average score of the group. 


Table 4.10.1: Descriptive Statistics of the Marital Years of the Parents with 
Disabled Children 


4 26.0 68.0 50.0 9.83 53.0 
Marital 


Years of 


Parents 
‘ 19.66 386.67 39.33 30.0 ae 
with 


Differently 
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The Figure 4.26 displays a Bar Chart based on the frequency of the Marital Years 
of the Parents with disabled children. Each bar represents the frequency of each 
categorical variable related to Marital Years of such kinds of Parents. The 
maximum score falls into 21 years and above, and minimum score falls into 9-12 


years age group. 


Fig. 4.26: Bar Chart of the Marital Years of the Parents with Differently Abled 
Children 


The Figure 4.27 is drawn to verify whether the normal distribution fits collected 
data on Marital Years of the Parents with Disabled Children. The Probability plot 
represents the p-value for the Anderson-Darling test ( p = 0.435) with respect to 
marital years of the Parents with differently abled children. The concerned p- value 
is lower than the significance level (at 5% level of significance), hence it can be 
concluded that the data follow the specified distribution fairly. The AD test value 
for Parents having disabled children with respect to their marital years is 0.275 at 


5% level of significance. The plots of the data show that all points fall close to the 
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reference line except third categorical variable (17-20 years group 1.e. frequency 
68). The 87 percentile of the data for Parents with disabled children is 72.1, 
indicating that 87 percent of the Parents with disabled children’s scores at or below 
72.1 with respect to their marital years. On the above interpretation it can be 
concluded that the data of the marital years of the Parents with Disabled Children 


reasonably follow a specified distribution and it can be fairly accepted for the final 


study. 
Probability Plot of Frequency of Marita Years of the Parents 
Normal - 95% Cl 
99 = 
Mean 50 
StDev 19.66 
95 N 4 
AD 0.275 
20 37 | P-Value 0.435 
80 
70 
5 60 
Y 50 
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Fig. 4.27: Anderson-Darling Test of the Marital Years of the Parents with 
Differently Abled Children 


The descriptive statistics of the marital years of the Parents with differently abled 
children can be further interpreted with the help of a Boxplot as shown in Figure 
4.28. The top Whiskers represents the maximum value as 68 and the bottom 
Whisker represents the minimum value as 26 with respect to the marital years in 
the Parents with differently abled children. For 95% confidence level the Median 
value of the given data is estimated as 53.0, indicating by the horizontal line drawn 
through the box. In the box, the horizontal line is situated in the upper portion 
from the middle, indicating the skewness of the distribution. The First Quartile of 
the given distribution is 30.0 represented by the bottom edge of the box. On the 
other hand, the Third Quartile of the given distribution is 67.0 represented by the 
top edge. The Inter Quartile Range (IQR) of the given distribution is 37.0 
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represented by the box portion of the above figure. As data are negatively skewed ( 
Sk = - 0.51) the Median falls in the upper of the IQR box and top whisker is 
noticeably smaller in length than the down whisker. The Skewness of the 
distribution can not be further illustrated with the help of a Histogram with a 


Normal curve as the data is discrete by nature. 


Fig. 4.28: Boxplot of the Marital Years of the Parents with Differently Abled 
Children 


11. Accident/Injury During The Pregnancy Of The Mothers Of The Disabled 
Children 


Referring to Figure 4.11, we can say that about 77.5 % of the Mothers with 
disabled children did not face any kind of accident or injury during their pregnancy, 
followed by minor accident /injury ( 22%), and major accident/ injury (4.5%) 
during pregnancy. 


Table 4.11: Frequency and Percentage of Accident/Injury during the 
Pregnancy of the Mothers of the Disabled Children (N=200) 
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Accident/Injury during the Pregnancy 


As shown in Table No. 4.11.1, the Mean, Median and SD of the Mothers having 
differently abled children with respect to Accident/ Injury during the Pregnancy are 
66.7, 44.0, and 71.7 respectively. The high SD value indicates that data points are 
spread out over a wider range of values. IQR of the given sample distribution is 
138.0. Skewness value of the given distribution is 1.26. The distribution can be 
considered as skewed positively as there are many individuals in a group with their 


scores lower than the average score for their group. 


Table 4.11.1: Descriptive Statistics of the Accident/Injury during the 
Pregnancy of the Mothers with Differently Abled Children 


Variable N Minimum Maximum L SEM xr 
3 9.0 147.0 66.7 41.4 44.0 
Accident/ 
Injury 
. Mo o o cov Q1 Q3 
during 
* 71.7 5146.3 107.61 9.0 147.0 
Pregnancy 
of the 
Mothers N for IQR Sum of Sk Ku MSSD 
Mo Squires 
0 138 23626.0 1.26 i 5067.3 


The Figure 4.29 displays a Bar Chart based on the percentage of the accident 
/injury during pregnancy in the Mothers with disabled children. Each bar represents 
the percentage of each categorical variable related to Marital Years of such kinds of 


Parents. The maximum score falls into no accident/injury during pregnancy 
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(73.5%), and minimum score falls into major accident/ injury (4.5%). The ‘y’ axis 


represents the percentage of each categorical variables as mentioned in table 4.11.1. 


Bar Chart of Accident/Injury during Pregnancy in Mothers 


Percent 


No Accident/Injury Minor Accident/ Injury Major Accident/Injury 
Accident/Injury 


Percent within all data. 


Fig.4.29: Bar Chart of the Accident/Injury during the Pregnancy of the 
Mothers of the Disabled Children 


The Figure 4.30 is drawn to verify whether the normal distribution fits collected 
data on Marital Years of the Parents with Disabled Children. The Probability plot 
represents the p-value for the Anderson-Darling test ( p = 0.275) with respect to 
accident/injury during pregnancy in the mothers with differently abled children. 
The concerned p- value is lower than the significance level (at 5% level of 
significance), hence it can be concluded that the data follow the specified 
distribution fairly. The AD test value for Parents having disabled children with 
respect to accident/injury during pregnancy is lower than the significance level 
(AD= 0.275 at 5% level of significance) The plots of the data show that all points 
fall close to the reference line. The 87 percentile of the data for mothers with 
disabled children is 174.5, indicating that 87 percent of the mothers with disabled 
children’s scores at or below 174.5 with respect to accident/injury during 
pregnancy in mothers. On the above interpretation it can be concluded that the data 
of the accident/injury of the mothers with disabled children during their pregnancy 


reasonably follow a specified distribution. 
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Fig. 4.30: Anderson-Darling Test of Probability Plot of the Accident/Injury 
during the Pregnancy of the Mothers of the Disabled Children 


As shown in Figure 4.31, the top Whiskers are extended outward indicating the 
maximum value (frequency = 147) in the distribution. The bottom Whisker are 
extended outward indicating the minimum value ( frequency =9) in the distribution. 
For 95% confidence level the Median value of the given data is estimated as 44.0, 
indicated by the horizontal line drawn through the box. In the box, the horizontal 
line is situated in the lower portion from the middle. The Mean value (66.67) is 
placed on the upper portion of the Median in the plot. The First Quartile of the 
given distribution is 9.0 represented by the bottom edge of the box. On the other 
hand, the Third Quartile of the given distribution is 147.0 represented by the top 
edge. The Inter Quartile Range (IQR) of the given distribution is 138.0 represented 
by the box portion of the above figure. As data are skewed positively ( Sk = 1.26 ) 
the Median falls in the lower of the IQR box. No outlier is present in the plot. The 
data is asymmetric as skewness is present in the plot and Median line is falls into 


the lower portion of the boxplot. 
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Fig. 4.31: Boxplot of the Accident/Injury during the Pregnancy of the Mothers 
of the Disabled Children 


12. Blood Group Of The Parents With Differently Abled Children 


As shown in Figure in 4.12, the highest number of respondents had occupied 
different blood groups ( n= 123 Parents with differently abled children, 61.5%), 
followed by same blood group ( n=77 Parents with differently abled children , 38.5 
%). It is indicated from the table that same blood group may be one of the 
important reasons for producing a differently abled children for some respondents. 
It is evident from disability literature that same blood group of the Parents can have 


a chance of giving birth a differently abled children for some cases. 


Table 4.12: Frequency and Percentage of the Blood Group of the Parents with 
Differently Abled Children 


Blood Group of the Parents with Disabled Frequency (n=200) (%) 
Children 
[Sarrae tttnEEEEEnEnnnnnn 777 naGcOutnnny 
Different 123 61.5 
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To illustrate the descriptive statistics with respect to the blood group of the Parents 
with disabled children the table 4.12.1. has been presented here. As shown in the 
following table, the Mean, Median and SD of the Parents having differently abled 
children with respect their Blood Group are 100.0, 100.0 and 32.5 respectively. 
IQR of the given sample distribution is nil. Skewness and Kurtosis values of the 
given distribution are also nil, so it can be considered as example of Normal or 
Symmetrical curve. Mode value of the given table is blank, indicating the problem 
in selecting the most frequent score in data set. The Standard Deviation of the data 
is larger, indicating the confidence in statistical conclusions and that the data points 
are sufficiently spread out over a wider range of values. The Variance (67 ) of the 
data is 1058.0 indicating that data set is too much spread out. Coefficient of 
Variance (cov) of the data is 32.53, indicating a risky to get the conclusion. The 
Quartile 1 and Quartile 3 of the given data are nil as only two types of categorical 
variable are selected here. Sum of squares of the data is 21058.0. The MSSD of the 
given frequency distribution is larger i.e. 1058.0 indicating that the sequence of 


observations is random. 


Table 4.12.1: Descriptive Statistics of the Blood Group of the Parents with 
Differently Abled Children 


Variable Minimum Maximum 
77.0 
Accident/ 
Injury 


during 


Pregnancy 1058.0 
of the 
Mothers 


Sum of 
Squires 
21058.0 


The Figure 4.32 displays a Bar Chart based on the percentage of the Blood Groups 
of the Parents with disabled children. Each bar represents the percentage of each 


categorical variable related to Blood Groups of such kinds of Parents. The 
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maximum score falls into different blood group (61.5%), and minimum score falls 
into same blood group (38..5%). The ‘x’ axis represents the categorical variables of 
the blood Group of the Parents with disabled children, vis-a-vis, the ‘y’ axis 
represents the percentage of each categorical variables as mentioned previously in 
table 4.12. The bars are connected by a line in order to visualize the actual fall of 
the data on the chart. Different colours are also used to focus on the visual 


impression of the data. 


Fig. 4.32: Bar Chart of the Blood Group of the Parents with Disabled 
Children 


Anderson-Darling test was conducted to verify whether the normal distribution fits 
collected data on Blood Group of Parents with Disabled Children. The better the 
distribution fits the data, the smaller this statistic will be. The hypotheses of the 
adjusted Anderson-Darling test of the concerned data are: 

Ho: The data of the Blood Group of Parents with Disabled Children follow a 
specified distribution. 

H;: The data of the Blood Group of Parents with Disabled Children do not follow a 
specified distribution. 


The p-value (0.277) with respect to blood group of the Parents with disabled 
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children is lower than the significance level (at 5% level of significance), hence it 
can be concluded that the data follow the specified distribution fairly. As shown in 
the following figure (See Fig.4.33) the distribution with the smallest Anderson- 
Darling statistic has the closest fit to the data. The data is perfectly normal as the 
data points on the probability form a straight line. The reference line represents the 
fitted cumulative distribution function based on the parameters that Minitab 
estimates from the given sample. The probability plot does not vary sufficiently 
based on the normality test. The low value of AD test statistic (AD= 0.250) as well 
as low p-value support this conclusion. For Row 1, Cumulative Percent of 
Frequency is 29.1667. For Row 2, CPF is 70.8333. The Median value (100) is 
estimated at 95% Confidence Interval on the Probability Plot for Anderson-Darling 
statistic test. The plot of the data shows that the points fall reasonably close to the 
reference line, indicating that the data follow a normal distribution. The 87 
percentile of the data for Parents with disabled children is 136.6, indicating that 87 
percent of the Parents with disabled children’s scores at or below 136.6. On the 
above interpretation H; should be rejected and Hp need to be accepted. Thus it can 
be concluded that the data of the blood group of the Parents with Disabled Children 


follow a specified distribution. 


Mean 100 
StDev 32.53 
N 2 
AD 0.250 
P-Value 0227 


Fig. 4.33: Anderson-Darling Test of Probability Plot of the Blood Group of the 
Parents with Disabled Children 
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The descriptive statistics with respect to blood group of the Parents with disabled 
children can be better understood with the help of a Boxplot as shown in Figure 
4.34. The Median value of the given data (100.0) is indicated by the horizontal line 
drawn through the box. In the box, the horizontal line is situated in the middle. The 
First Quartile of the given distribution is zero, represented by the bottom edge of 
the box , on the other hand, the Third Quartile of the given distribution is also zero 
represented by the top edge. The Inter Quartile Range (IQR) of the given 
distribution is also zero, represented by the box portion of the above figure. The 
data are fairly symmetric, the median line is roughly in the middle of the IQR box 
and the whiskers are similar in length. No Whisker as well as Outlier is found on 
the plot, indicating that frequencies of the minimum and maximum values are not 
affected by the extremeness. It is interesting that no symbol of Median value is 
shown on the plot as both Median and Mean values are similar in their 
strength(100). The above interpretation may help us to determine the strength of 
the collected data from the population. It was expected that the data with respect to 
Blood Group of the Parents with Differently Abled Children were fit for the final 
study. 


Boxplot of Blood Group of Parents with Disabled Children 
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Fig. 4.34: Boxplot of the Blood Group of the Parents with Disabled Children 
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13.Type Of Family Of The Parents With Disabled Children 


As shown in table 4.13, the highest number of Parents with differently abled 
children came from Nuclear family (n=128, 64%), followed by Joint family ( n=50, 
25%) and Grandparent family (n=22, 11%). 


Table 4.13: Frequency and Percentage of the Type of Family of the Parents 
with Disabled Children 


“Typeofthefamily =———“*Frrequency =———SSsé@Perrcentage 
Nuclear 128 64 
Joint family 50 25 
Grandparent family 22 11 
Total n=200 Parents 100 


As shown in table 4.13.1, the Mean, Median and Standard Deviation of the Parents 
having differently abled children with respect to their type of family are 66.7 and 
53.0 and 50.9 respectively. The high SD values ( SD= 54.9 ) indicates that the 
data are more spread out over a wider range of values. Standard Error of Mean and 
Inter Quartile Range (IQR) of the given sample data are 31.7 and 106.0 
respectively. Variance of the data is 3017.3 and covariance is 82.40. The First 
Quartile (Q1) and Third Quartile (Q3) of the given data are 22.0 and 128.0 
respectively. N for Mode of the given data is zero (0) and Sum of Squares is 
calculated as 19368.0. Skewness and Kurtosis value of the given distribution are 
1.24 and 0.00 respectively. The MSSD value of the given data is enough high 
(1717.0), so it can be accepted for the final study. 
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Table 4.13.1: Descriptive Statistics of the Type of Family of the Parents with 
Disabled Children 


Variable N Minimum Maximum Lu SEM Tt 
3 22.0 128 66.7 31.7 50.0 
Type of 
Family of 
6 o cov Ql Q3 
the 
0 54.9 3017.3 82.40 22.0 128.0 
Parents 
with 
Disabled N for IQR Sum of Sk Ku MSSD 
Children Mo Squires 
0 106 19368.0 1.24 * 1717.0 


The percentage of categorical variables of the type of family of the Parents with 


differently abled children is represented by a Bar Chart (See Figure 4.35) as below: 


Fig 4.35: Bar Chart of the Type of Family of the Parents with Disabled 
Children 
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Referring to Fig. 3.36, we can interpret that the p-value (0.359) with respect to type 
of family of the Parents with disabled children is lower than the significance level 
(at 5% level of significance).Hence it can be concluded that the data follow the 
specified distribution fairly. The data is not perfectly normal as the data points on 
the probability does not form a straight line. The probability plot vary sufficiently 
based on the normality test. For Row 1, Cumulative Percent (CP) is estimated as 
79.41. For Row 2, CP is 50 and for Row 3, CP is estimated as 20.58. The low value 
of AD test statistic (AD= 0.268) as well as low p-value ( 0.359) indicates that the 
data is fairly fit to verify whether the normal distribution fits collected data on 
types of family of the Parents with Disabled Children. The Median value (50.0) is 
estimated at 95% Confidence Interval on the Probability Plot for Anderson-Darling 
statistic test. The plot of the data shows that the points do not fall reasonably close 
to the reference line, indicating that the data does not follow a normal distribution. 
The 87 percentile of the data for Parents with disabled children is 128.5, indicating 
that 87 percent of the Parents with disabled children’s scores at or below 128.5. 
Thus it can be concluded that the data of the types of family of the Parents with 
Disabled Children follow a specified distribution. 


Probability Plot of Type of Family of the Parents 
Normal - 95% Cl 


Mean 66.67 
StDev 54.93 
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AD 0.268 
P-Value 0.359 
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Fig 4.36: Probability Plot of the Type of Family of the Parents with Disabled 
Children 
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As shown in Figure 4.37, there are no Whisker and Outlier on the plot. For 95% 
confidence level the Median value of the given data is estimated as 50.0, indicated 
by the vertical line drawn through the box. In the box, the vertical line is situated in 
the left side from the center indicating the data is skewed positively. The Mean 
value (66.6667) is placed on the right side of the Median on the plot. The First 
Quartile of (Q1) the given distribution is 22.0 represented by the far left hand side 
of the box. On the other hand, the Third Quartile (Q3) of the given distribution is 
represented by the far right hand edge of the box, at about 128.0 in this plot. The 
Inter Quartile Range (IQR) of the given distribution is 106.0 represented by the box 
portion of the above figure( Green coloured plot). Range is shown by the red 
coloured box. Mean and Median symbols are placed on the Confidence Interval 
Box (centre). As data are skewed positively (Sk = 1.24 ) the Median falls in the left 
side of the IQR box. The data is asymmetric as skewness is present in the plot and 
Median line is falls into the left portion of the plot. From the above interpretation, it 
can be concluded that the data with respect to type of family of the Parents with 
Disabled Children were fit for the final study and therefore, it was accepted. 


Boxplot of Type of Family of the Parents with Disabled children 
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Fig. 4.37: Boxplot of the Type of Family of the Parents with Disabled Children 
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14. Number Of Children In The Family Of The Parents With Disabled 
Children 


Table 4.14 shows the frequency and percentage of the number of children in the 
family of the Parents with differently abled children. As revealed in the table, about 
34 % of the Parents with differently abled children had two children in the family, 
followed by more than three (23.4%), one (22.5) and three (20%). It can be 
interpreted that Parents with more than two children (n= 47, 23.4%) in the family 
suffered a lot in rearing their differently abled children than Parents with one or 
two children. This independent variable is considered as both independent and 


predictor variable in the final study while measuring stress of the Parents. 


Table 4.14: Frequency and Percentage of the Number of Children in the 
Family of the Parents with Disabled Children 


Number of Children in the Frequency Percentage 
Family 
One 45 2S) 
Two 68 34 
Three 40 20 
More than three 47 23.4 
Total n=200 Parents 100 


As shown in table 4.14.1, the Mean, Median and Standard Deviation of the Parents 
having differently abled children with respect to number of children in the family 
are 50.0 and 46.0 and 12.36 respectively. The low standard deviation of the 
frequency distribution indicates that the data points tend to be close to the Mean. 
Standard Error of Mean and Inter Quartile Range (IQR) of the given data are 6.18 
and 21.50, supporting the above assumption. Variance and Covariance of the 
distribution are 152.67 and 24.71, indicating that the data will be well fit for 
conducting a survey. The First Quartile (Q1) and Third Quartile (Q3) of the given 
data are 45.25 and 62.75 respectively. N for Mode of the given data is zero (0) and 


Sum of Squares is calculated as 10458.0. Skewness and Kurtosis value of the 
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given distribution are 1.65 and 3.04 respectively. Skewness value of the 
distribution is greater than zero, indicating that the distribution is not an example of 
Normal or Symmetrical curve. So lack of symmetry is present in the above 
frequency distribution. The Kurtosis value is greater than 0.263. The MSSD value 
of the given data is very low (227.0), so the data is not well fit for conducting a 
survey. We need another statistic to identify the effectiveness of the distribution of 


the given data. 


Table 4.14.1: Descriptive Statistics of the No. of Children in Family of the 
Parents with Disabled Children 


Variable Minimum Maximum 
40 
No. of 
Children in 


Family of 


the Parents 
with 
Disabled 
Sum of 
Children Squires 


10458.0 


Figure 4.38 displays a Probability Distribution Plot of the No. of Children in 
Family of the Parents with Disabled Children. Probability Distribution helps us to 
understand the deeper meaning of the numbers that describe the given distribution. 
About 0.05% of the sampled children had scores in the region of interest (70.33 - 
90). This is not a very large percentage, so the Researcher may face challenges in 
findings the result. But this graph shows the target values fall in the given 


distribution in order to view proportions that are associated with shaded areas. 
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Fig. 4.38 : Probability Distribution Plot of the No. of Children in Family of the 
Parents with Disabled Children. 


The Researcher adopted another statistical test i.e. Anderson-Darling test of 
Probability Plot in order to interpret the distribution of data of the number of 
children in the family of the Parents with differently abled children (See Figure 
4.39). For Row 1(f= 45) cumulative percentage is estimated as 38.6364, for Row 2( 
f= 68) as 84.0606, for Row 3 (f=40) as 15.9091 and lastly for Row 4 (f=47) as 
61.3636. The p-value (0.130) with respect to the data that represents the number of 
children in the family of the Parents with disabled children is lower than the 
significance level (at 5% level of significance), hence it can be concluded that the 
data follow the specified distribution fairly. The low value of AD test statistic 
(AD= 0.438) indicates that the data is fairly fit to verify whether the normal 
distribution fits collected data. The Median value (46.0) of the concerned data is 
estimated at 95% Confidence Interval on the Probability Plot for Anderson-Darling 
statistic test. The plot of the data shows that the points do not fall reasonably close 
to the reference line, indicating that the data does not follow a normal distribution. 
The 87 percentile of the data for Parents with disabled children is 63.9, indicating 
that 87 percent of the Parents with disabled children’s scores at or below 63.9. Thus 
it can be concluded that the data that represents the number of children in the 


family of the Parents with Disabled Children follow a specified distribution. 
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Mean 50 
stDev 12.36 
N 4 
AD 0.438 
P-Value 0.130 


Fig. 4.39: Anderson-Darling Test of Probability Plot of the No. of Children in 
the Family of the Parents with Disabled Children 


Figure 4.40 shows the Boxplot for the number of children in the family of the 
Parents with Disabled Children. The Median value of the data is 46.0, representing 
by the vertical line drawn through the box. The Mean value is 50, indicating by a 
star mark situated on the right side of the Median line. As the data are skewed 
positively the median does not fall in the middle of the IQR box and the right 
whisker is larger than the left Whisker. No Outlier is present in outside of the box. 


Boxplot of No.of Children in the Family of the Parents 


40 45 50 55 60 65 70 
Frequency 


Fig 4.40: Boxplot of No. of Children in the Family of the Parents with Disabled 
Children 
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15. No. Of Siblings In The Family Of The Parents With Disabled Children 


As revealed in Table 4.15, about 51% of the Parents with differently abled children 
had 1-2 siblings in the family, followed by 3-5 siblings in the family ( 26%), no 
sibling in the family ( 12.5%), and lastly more than five siblings in the family 
(10.5%). It can be interpreted that Parents with more than five siblings in the 


family experienced more financial crisis in rearing their children with disabilities. 


Table 4.15: Frequency and Percentage of No. of Siblings in the Family of the 
Parents with Disabled Children 


No of Siblings in the family Frequency Percentage 


0 25 12.5 
1-2 102 51.0 
3-5 52 26 


Total n=200( Both Parents) 


Table 4.15.1 highlights the descriptive statistics of the number of sibling(s) in the 
family of the Parents with differently abled children. As shown in the above table , 
the Mean, Median and Standard Deviation of the Parents having differently abled 
children with respect to number of sibling(s) in the family are 50.0 and 38.5 and 
37.3 respectively. Standard Error of Mean and Inter Quartile Range (IQR) of the 
given data are 18.7and 67.5. Variance and Covariance of the distribution are 1391.3 
and 74.60 respectively ,indicating that the data will be well fit for conducting a 
survey. The First Quartile (Q1) and Third Quartile (Q3) of the given data are 22.0 
and 89.05 respectively. N for Mode of the given data is zero (0) and Sum of 
Squares is calculated as 14174.0. The Skewness and Kurtosis of the given 
distribution are 1.29 and 0.98 respectively. Skewness value of the distribution is 
greater than zero, indicating that the distribution is not an example of Normal or 
Symmetrical distribution. The Kurtosis value is greater than 0.263 supporting this 
hypothesis. The MSSD value of the given data is reasonably high (1565.0), so the 


data is well fit for conducting a survey. 
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Table 4.15.1: Descriptive Statistics of the No. of Sibling(s) in the Family of the 


Parents with Disabled Children 


Variable 


No. of 
Sibling(s) 
in Family 

of the 

Parents 
with 
Disabled 
Children 


N 
4 


N for 


Minimum Maximum Lu 
21 102 50 
o o cov 
37.3 1391.3 74.60 
IQR Sum of Sk 
Squires 
67.5 14174.0 1.29 


SEM 
18.7 


22.0 


0.98 


89.5 


MSSD 


1565.0 


Referring to Figure 4.41, we can see that about 0.025% of the sample value had 


scores in the region of interest (both tails) at < 0.05 level of significance. This is 


not a very large percentage, so the may face challenges in findings the result. But 


this graph shows the target values fall in the given distribution in order to view 


proportions that are associated with shaded areas. 


Distribution Plot of No of Sibling(s) in the Family of the Parents 
Normal, Mean=50, StDev=37.3 
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Fig. 4.41: Distribution Probability Plot of the No. of Sibling(s) in the Family of 


the Parents with Disabled Children 
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Figure 4.42 shows the result of Anderson-Darling test of Probability Plot in order 
to interpret the distribution of data of the number of sibling(s) in the family of the 
Parents with differently abled children. For Row 1(f= 25) cumulative percentage is 
estimated as 38.6364, for Row 2( f= 102) as 84.0909, for Row 3 (f=52) as 61.6464 
and lastly for Row 4 (f=21) as 15.9091. The p-value (0.252) with respect to the 
data that represents the number of sibling(s) in the family of the Parents with 
disabled children is lower than the significance level (at 5% level of significance), 
hence it can be concluded that the data follow the specified distribution fairly. The 
low value of AD test statistic (AD= 0.351) indicates that the data is fairly fit to 
verify whether the normal distribution fits collected data. The Median value (50.0) 
of the concerned data is estimated at 95% Confidence Interval on the Probability 
Plot for Anderson-Darling statistic test. The plot of the data shows that the points 
do not fall reasonably close to the reference line, indicating that the data does not 
follow a normal distribution. Thus it can be concluded that the data that represents 
the number of sibling(s) in the family of the Parents with Disabled Children follow 


a specified distribution. 


Mean 50 
StDev 37.30 
N 4 
AD 0.351 
P-Value 0.252 


Fig.4.42: Anderson-Darling Test of Probability Plot of the No. of Siblings in 
the Family of the Parents with Disabled Children 


Figure 4.43 displays the Boxplot for the number of sibling(s) in the family of the 
Parents with Disabled Children. The Median value of the data is 38.5, representing 
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by the vertical line drawn through the box. The Mean value is 50, indicating by a 
star mark situated on the right side of the Median line. As the data are skewed 
positively the median does not fall in the middle of the IQR box and the right 
whisker is larger than the left Whisker. No Outlier is present in outside of the box. 
The Confidence Interval Box is located in the centre of the plot indicating by the 
yellow colour. The magenta coloured box represents Interquartile Range. The 


green coloured box placed outside the IQR indicates the Range of the data. 


Fig. 4.43: Boxplot of the No. of Siblings in the Family of the Parents with 
Disabled Children 


16. Educational Level Of The Parents Of The Disabled Children 


As shown in Table 4.16, about 45% of the Parents with disabled children 
completed above high school ( n=180), followed by high school ( n=158, 39.5%), 
primary (n=30, 7.5%), pre-primary ( n=18, 4.5%, ). Only 3.5 % of the Parents with 


disabled children were categorised as illiterate (n=14). 


As illustrated in Table 4.16.1, the Mean, Median and Standard Deviation of the 
Parents having differently abled children with respect to their educational level are 
80.0 and 30.0 and 81.8 respectively. Standard Error of Mean and Inter Quartile 
Range (IQR) of the given data are 36.6 and 153.0. Variance and Covariance of the 
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distribution are 6696 and 102.29 respectively, indicating that the data will be well 
fit for conducting a survey. The First Quartile (Q1) and Third Quartile (Q3) of the 
given data are 16.0 and 169.0 respectively. The Skewness and Kurtosis of the given 
distribution are 0.63 and -3.06 respectively. The MSSD value of the given data is 
reasonably high (2128.5), so the data is well fit for conducting a survey. 


Table 4.16: Frequency and Percentage Educational Level of the Parents of 
Disabled Children 


Educational level of the Frequency(N=400) | Percentage(%) 
Parents with Disabled 
Children 


Illiterate 


Table 4.16.1: Descriptive Statistics Of The Educational Level Of The Parents 
Of The Disabled Children 


Level of the 


oe a ee ee 


ge Gee ee ee ee eee 
Children N for Sum of Sk Ku MSSD 
Mo Squires 
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As illustrated in Figure 4.44, the Bar Chart represents the educational level of the 
Parents with disabled children based on the percentage of the categorical variables 
as mentioned in Table 4.16. The highest percent of educational level of the Parents 
with disabled children goes to above high school (45%), and lowest percent of the 
educational level goes to illiterate (3.5%). To observe where target values fall in the 
distribution, two Probability Distribution Plots are drawn based on the Mean and 
SD values of the concerned data. It can help us to view the proportions that are 


associated with shaded areas. 


In Figure 4.45, about 0.025% of the sample values had scores in the region of 
interest (both tails) at < 0.05 level of significance. This is not a very large 
percentage, so we may face challenges in findings the result if we accept the 
variable in the study. In Figure 4.46, probability areas are displayed in the right side 
of the curve. About 0.05% of the concerned sample values had scored in the region 
of interest (240-260) at <0.05 level of significance. This is a not a very large 
percentage, so we may face challenges in findings the result. Findings should be 


accepted cautiously. 


Bar Chart of Edu. level of the Parents with disabled children: 
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Fig. 4.44: Bar Chart of Educational Level of the Parents with Disabled 
Children 
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Distribution Plot (Both Tails) of the Edu. Level of the Parents 
Normal, Mean=80, StDev=81.8 
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Fig.4.45: Probability Distribution Plot (Both Tails) of the Edu. Level of the 
Parents with Disabled Child. 


Fig.4.46: Probability Distribution Plot (Right Tail) of the Edu. Level of the 
Parents with Disabled Children 


To check the normality of the given discrete data, Anderson-Darling test of 
Probability Plot was administered as shown in Figure 4.47. The low p-value (p= 
>0.250) indicates that the data is fairly fit to verify whether the normal distribution 
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fits collected data. The Median value (80.0) of the concerned data is estimated at 
95% Confidence Interval on the Probability Plot for Anderson-Darling statistic test. 
The plot of the data shows that the points do not fall reasonably close to the 
reference line, indicating that the data does not follow a normal distribution. The 87 
percentile of the data are 172.1 ( ‘x’ axis) and 87.0 ( ‘y’ axis) respectively. Thus it 
can be concluded that the data that represents the educational level of the Parents 
with Disabled Children follow a specified distribution instead of its low percentage 
of probability distribution. The AD value is estimated as 0.587 at 0.05 % level of 
significance , hence it is not too high from the statistical significance level. So the 
data that represents the educational level of the Parents with disabled children 


could not be rejected and it can help us to interpret the final results of the study. 


Mean 80 
StDev 818 
N 5 
AD 0.587 
P-Value >0250 


Fig 4.47 : Anderson-Darling Test of Probability Plot of the Edu. Level of the 
Parents with Disabled Childen 


Figure 4.48 displays the Boxplot for educational level of the Parents with Disabled 
Children. The Median value of the data is estimated as 30.0 at 95 % confidence 
interval for the Boxplot, representing by the vertical line drawn through the box. 
The Mean value is 80, indicating by a star mark situated on the right side of the 
Median line. As the data are skewed positively the median does not fall in the 
middle of the IQR box and the two whiskers are not similar in length. No Outlier is 


present in outside of the box, so the distribution is not affected by the extreme 
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value. The Confidence Interval Box is located in the centre of the plot. The 
minimum value (14) is the far left hand side of the plot, at the top of the left 
Whisker. The maximum is the right hand side of the plot at approximately 180. The 
main part of the plot shows where the middle portion of the data falls represents the 
IQR (153). The Q1 and Q3 values are placed at the far left and right hand edge of 
the box. 


Boxplot of Educational Level of the Parents with Disabled Children 
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Frequency 


Fig.4.48: Boxplot of the Edu. Level of the Parents with Disabled Children 
17. Occupation Of The Parents Of The Disabled Children 


As revealed in Table 4.17, about 37% ( n=150) of the Parents with disabled 
children were unemployed. About 32.5 % of them were workers, followed by 
business (18%), teaching (10.5%), and medical related profession (1.6%). It was 
revealed that unemployment of the Parents was one of the major issues that might 


impact the parenting system in rearing a children with disabilities. 


The frequency of the data with respect to occupation of the Parents with differently 
abled children were further interpreted with the help of Minitab-17 version. The 
descriptive statistics need to be assessed before accepting the categorical variables 
of the occupation of the Parents with differently abled children for the final study. 
The Mean and Median values of the concerned data are estimated as 80.0 and 72.0 


respectively. The high SD value (60.0) indicates that the data points are spread out 
458 


over a wider range of values. The variance (3596.0) of the data is enough to 
observe its distribution on the plot. The IQR of the given sample distribution is 
116.0. The Skewness and Kurtosis value of the given distribution are 0.01 and - 


1.97 respectively, indicating that it is a normal distribution (See Table No.4.17.1). 


Table 4.17: Frequency and Percentage of the Occupation of the Parents of 
Disabled Children 


Frequency(n=400) Percentage(100%) 
Oc A 


a 


Table 4.17.1: Descriptive Statistics of the Occupation of the Parents of 
Disabled Children 


Occupation 
of 


Parents 


a a ee 
Disabled 
hil 
ee Range Sum of Sk Ku MSSD 
Squires 
144.0 116.0 | 46384.0 3913.0 


Figure 4.49 is drawn in order to observe the graphical aspect of the numerical 
values of the data that represents the occupation of the Parents with disabled 


children. Different types of occupation of the Parents with disabled children is 
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shown here based on their percentage of the frequency of the data. The ‘x’ axis 
represents the categorical variable (types of occupation) and ‘y’ axis represents the 
percentage of their frequency. The highest percent goes to unemployment Parents 
with disabled children (37.5%). On the other hand, the lowest percent goes to 


medical related profession (1.5%). 


Fig. 4.49: Bar Chart of the Occupation of the Parents of Disabled Children 


In order to observe where target values fall in the distribution, a Probability 
Distribution Plot is presented here based on the Mean and SD values of the 
concerned data. Probability distribution Plot shows the dispersion of the given 
values of a random variable. In Figure 4.50, about 0.05% of the sample values has 
scores in the region of interest (right tail) at < 0.05 level of significance. This is not 
a very large percentage, so we may face challenges in findings the result if we 
accept the variable in the study. But the categorical variable (Occupation of the 
Parents) can be accepted on the ground that the probability for a particular value or 


range of values must be between 0 and 1. 
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Probability Distribution Plot of Occupation of the Parents 
Normal, Mean=80, StDev=60 
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Fig.4.50: Probability Distribution Plot of Occupation of the Parents with 
Disabled Children 


The Figure 4.51 displays the graphical representation of the Anderson-Darling test 
of Probability Plot of the ocupation of the Parents with disabled children based on 
their Mean , SD and Cummulative Percent. The low p-value (p= >0.250) indicates 
that the data is fairly fit to verify whether the normal distribution fits collected data. 
The plot of the data shows that all points fall reasonably close to the reference line, 
indicating that the data follow a normal distribution. The 87 percentile of the data 
are 172.1 ( ‘x’ axis) and 53.410 ( ‘y’ axis) respectively. Thus it can be concluded 
that the data that represents the occupation of the Parents with Disabled Children 
follow a specified distribution instead of its low percentage of probability 
distribution. The AD value is estimated as 0.264 at 0.05 % level of significance, 


hence it is not too high from the statistical significance level. 
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Mean 80 
StDev 818 
N 5 
AD 0.264 
P-Value >0.250 
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Fig.4.51: Anderson-Darling Test of Probability Plot of Occupation of the 
Parents of the Disabled Children 


Figure 4.52 represents the Boxplot for occupation of the Parents with Disabled 
Children. The Median value of the given data is estimated as 72.0 at 95 % 
confidence interval for the Boxplot, representing by the vertical line drawn through 
the box. The Mean value is 80, indicating by a star mark situated on the right side 
of the Median line. No Outlier is present in outside of the box, so the distribution is 
not affected by the extreme values. The Confidence Interval Box is located in the 
centre of the plot, indicating by the yellow colour. The minimum value (6) is the 
far left hand side of the plot, at the top of the left Whisker. The maximum value is 
the right hand side of the plot, at approximately 150. The main part of the plot 
shows where the middle portion of the data falls represents the IQR (116). The Q1 
and Q3 values of the concerned data are placed at the far left and right hand edge 
of the box , estimated as 24 and 140 respectively. The ‘x’ axis of the Boxplot 
represents the frequency of the occupation of the Parents with disabled children. As 
the concerned data is a discrete by nature, so Histogram can’t be drawn to observe 


its skewness and kurtosis of the distribution. 
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Boxplot of Occupation of the Parents with Disabled Children 


Frequncy 


Fig. 4.52: Boxplot of the Occupation of the Parents having Disabled Children 
18. Employment Status Of The Parents With Disabled Children 


With respect to the employment status of the Parents with disabled children, Table 
4.18 reveals that about 37.5% of the Parents responded none of the above category, 
followed by full time (30%), self-employed (16.5), part-time (11%) and contractual 
(10%). 


Table 4.18: Frequency and Percentage of the Employment Status of the 
Parents with Disabled Children 


Employment Status of the Parents with | Frequency Percentage 
Disabled Children 


I A 
nn See 
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Table 4.18.1 highlights the descriptive statistics of the employment status of the 
Parents with differently abled children. As shown in the above table, the Mean, 
Median and Standard Deviation of the Parents having differently abled children 
with respect to their employment status are 84.0 and 66.0 and 48.8 respectively. 
Standard Error of Mean and Inter Quartile Range (IQR) of the given data are 21.8 
and 93.0. Variance and Covariance of the distribution are 44792.0 and 58.05 
respectively, indicating that the data will be well fit for conducting a survey. The 
First Quartile (Q1) and Third Quartile (Q3) of the given data are 42.0 and 135.0 
respectively. Sum of Squares is calculated as 44792. The Skewness and Kurtosis of 
the given distribution are 1.29 and 0.98 respectively. As data is discrete by nature, 
it can’t be displayed by a Histogram with a normal curve. The MSSD value of the 
given data is reasonably high (1565.0), so the data is well fit for conducting a 


survey. 


Table 4.18.1 Descriptive Statistics of the Employment Status of the Parents 
with Disabled Children 


ia Cc ce J ac ed 
Employment 


Status of the 


Parents with 


En en 


Children 


Range Sum of Sk Ku MSSD 
Squires 


Figure 4.53 displays the Boxplot for employment status of the Parents with Disabled 


Children. The Median value of the given data is estimated as 66.0 at 95 % 
confidence interval for the Boxplot representing by the vertical line drawn through 
the box. The Mean value is 80, indicating by a star mark on the right side of the 
Median line. No Outlier is present in outside of the box, so the distribution is not 


affected by the extreme values. The Confidence Interval Box is located in the 
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centre of the plot. The minimum value (40) is the far left hand side of the plot, at 
the top of the left Whisker. The maximum value is the right hand side of the plot, at 
approximately 150. The main part of the plot shows where the middle portion of 
the data falls represents the IQR (93). The QI and Q3 values of the concerned data 
are placed at the far left and right hand edge of the box , estimated as 42 and 135 
respectively. The ‘x’ axis of the Boxplot represents (horizontal line) the frequency 


of the employment status of the Parents with disabled children. 


Boxplot of Employment Status of the Parents with Disabled Children 
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Fig 4.53: Boxplot Chart of the Employment Status of Parents with Disabled 
Children 


In order to observe where target values fall in the distribution, a Probability 
Distribution Plot is presented here based on the Mean and SD values of the 
concerned data. Probability distribution Plot shows the dispersion of the given 
values of a random variable. In Figure 4.54, about 0.05% of the sample values had 
scores in the region of interest (right tail) at < 0.05 level of significance. This is not 
a very large percentage, so we may face challenges in findings the result if we 


accept the variable in the study. But the categorical variable (Occupation of the 
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Parents) can be accepted on the ground that the probability for a particular value or 


range of values must be between 0 and 1. 


Fig 4.54: Probability Distribution Plot of the Employment Status of Parents 
with Disabled Children 


As illustrated in Figure 4.55, the Probability Plot based on Anderson-Darling test as 
well as p-value resembles the nature of the distribution of the data with respect to 
the employment status of the Parents with disabled children. It verifies whether the 
normal distribution fits collected data on employment status of the Parents with 
Disabled Children. The hypotheses of the adjusted Anderson-Darling test for the 
employment status of the Parents with disabled children are: 

Ho: The data of the employment status of Parents with Disabled Children follow a 
specified distribution. 

H,: The data of the employment status of the Parents with Disabled Children do not 
follow a specified distribution. 


The AD value is estimated as 0.347 at 5 % level of significance, hence it is not too 
high from the statistical significance level. The lower p-value (p= >0.307) indicates 
that the data is fairly fit to verify whether the normal distribution fits collected data. 
The plot of the data shows that all points do not fall reasonably close to the 
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reference line, indicating that the data do not follow a normal distribution. For Row 
1 (f=120) Cumulative Percent is estimated as 68.5185, for Row 2 (f=45) as 
31.4815, for Row 3 (f=40) as 12.963, for Row 4 (f=68) as 50, for Row 5 ( f=150) 
as 87.037. 
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Fig 4.55: Anderson-Darling Test of Probability Plot of the Employment Status 
of the Parents with Disabled Children 


19. No. Of Earning Member(S) In The Family Of The Parents With Disabled 
Children 


As illustrated in Table 4.19, the category of ‘only father is employed’ occupied the 
highest percent of frequency (53.5%), followed by ‘only mother is employed’ 
(8%), both father and mother are employed (26.5) and lastly ‘both are employed’ 
(12%). Table 4.19.1 also reveals the descriptive statistics of the number of earning 
member(s) in the family of the Parents with differently abled children. As shown in 
the table, the Mean, Median and Standard Deviation of the data with respect to 
number of earning member(s) in the families of the Parents are accounted for 100, 
77. and 82.4 respectively. Inter Quartile Range (IQR) of the given data is 151.0. 
Variance and Covariance of the distribution are enough large ( i.e. 6786.7 and 8238 
respectively) indicating that the data will be well fit for conducting a survey. The 
First Quartile (Ql) and Third Quartile (Q3) of the given data are 36 and 187 
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respectively. Sum of Squares is calculated as 603360. The Skewness and Kurtosis 
of the given distribution are 1.22 and 0.80 respectively. The MSSD value of the 
given data is reasonably high (6994.0), so the data is well fit for conducting a 


survey. 


Referring to Figure 4.56, we can exibit a Bar Chat representing the percent of each 
category of the number of earning member(s) in the family of the Parents with 


disabled children. 


Table 4.19: Frequency and Percentage of the No. of Earning Member(s) in the 
Family of the Parents with Disabled Children 


No of Earning Member(s) Frequency (n=200) | Percentage (100%) 
in the Family 
214 33.3) 


Only father is employed 


Table 4.19.1. Descriptive Statistics of the No. of Earning Member in the 
Family of the Parents with Disabled Children 
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Fig. 4.56: Bar Chart of No. of Earning Member(s) in the Family of the Parents 
with Disabled Children 


The Figure 4.57 shows that the Median value of the given data is estimated as 77 at 
95 % confidence interval for the Boxplot representing by the vertical line drawn 
through the box. The Mean value is 100, indicating by a star mark on the right side 
of the Median line. No Outlier is present in outside of the box, so the distribution is 
not affected by the extreme values. The Confidence Interval Box is located in the 
centre of the plot. The minimum value (32) is the far left hand side of the plot, at 
the top of the left Whisker. The maximum value is the right hand side of the plot, at 
approximately 214. The main part of the plot shows where the middle portion of 
the data falls represents the IQR (151). The QI and Q3 values of the concerned 
data are placed at the far left and right hand edge of the box , estimated as 36 and 
187 respectively. The ‘x’ axis of the Boxplot represents (horizontal line) the 
frequency of the no. of earning member(s) in the family of the Parents with 


disabled children. 
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Fig. 4.57: Boxplot of No. of Earning Member(s) in the Family of the Parents 
with Disabled Children 


Referring to Figure 4.58, we can interpret the result of AD test with respect no. of 
earing member(s) in the family of the Parents with Differently Abled Children. The 
AD value is estimated as 0.314 at 5 % level of significance, hence it is not too high 
from the statistical significance level. The lower p-value (p= >0.332) indicates that 
the data is fairly fit to verify whether the normal distribution fits collected data. The 
plot of the data shows that all points do not fall reasonably close to the reference 
line, indicating that the data do not follow a normal distribution. It is also supported 
by the Skewness and Kurtosis values of the given data. For Row 1 (f=214) 
Cumulative Percent is estimated as 84.0909, for Row 2 (f=32) as 15.9091, for Row 
3 (f=106) as 61.6364, for Row 4 (f=48) as 38.6364. 
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Mean 100 
StDev 82.38 
N 4 
AD 0.314 
P-Value 0.332 


Fig. 4.58: Anderson-Darling Test of Probability Plot of No. of Earning 
Member(s) in the Family of the Parents with Disabled Children 


20. Economic Status Of The Family (As Per The Govt Schedule) Of The 
Parents With Disabled Children 


As displayed in Table 4.20, the highest category of economic status of the families 
in the Parents with disabled children represented by above poverty line (APL- 
72.5%), followed by others (22%), Antyodata(4%) and BPL(1.5%). This data are 
manipulated with the help of Govt schedule of the category of families with respect 
to their economic status (Census of India-2011). The table shows that most of the 
Parents with disabled children belong to above poverty level. 


Referring to Table No. 4.20.1, we can reveal the descriptive statistics of the 
economic status of the family of the Parents with differently abled children. As 
shown in the table, the Mean, Median and Standard Deviation of the data with 
respect to economic status of the families of the Parents with disabled children are 
accounted for 50, 26, and 65.9. respectively. Inter Quartile Range (IQR) of the 
given data is 115.5. Variance and Covariance of the distribution are enough large ( 
1.e. 4344.7 and 131.83 respectively) indicating that the data will be well fit for 
conducting a survey. The First Quartile (Q1) and Third Quartile (Q3) of the given 
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data are 4.3 and 119.8 respectively. The Skewness and Kurtosis of the given 
distribution are 1.58 and 2.29 


Table 4.20: Frequency and Percentage of the Economic Status of the Family 
(as per the Govt Schedule) of the Parents with Disabled Children 


Economic status of the family Frequency(n=200) 
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Table 4.20.1: Descriptive Statistics of the Economic Status of the Family (as 
per the Govt Schedule) of the Parents with Disabled Children 


Economic 4 3 145 50.0 33.0 26.0 
theFamiy 
of the 


with 

Disabled 

eee Range Sum of Sk Ku MSSD 
142.0 115.5 23034.0 5065.0 


ee eae 


The Figure 4.59 shows that the Median value of the given data is estimated as 26 at 
95 % confidence interval for the Boxplot representing by the vertical line drawn 
through the box. The Mean value is 50, indicating by a star mark on the right side 
of the Median line. No Outlier is present in outside of the box, so the distribution is 
not affected by the extreme values. The minimum value (3) is the far left hand side 
of the plot, at the top of the left Whisker. The maximum value is the right hand side 
of the plot, at approximately 150. 
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Boxplot of Economic Status of the Parents with Disabled Children 
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4.59: Boxplot of the Economic Status of the Parents with Disabled Children 


The Probability Distribution Plot (See Figure 4.60) shows the dispersion of the 
given values of a random variable. It is shown that about 0.05% of the sample 
values had scores in the region of interest (right tail) at < 0.05 level of significance. 
This is not a very large percentage, so we may face challenges in findings the result 
if we accept the variable in the study. But the categorical variable (economic status 
of the Parents) can be accepted on the ground that the probability for a particular 


value or range of values must be between 0 and 1. 


4.60: Probability Distribution Plot (Right Tail) of the Economic Status of the 
Parents with Disabled Children 
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As illustrated in Figure 4.61, the AD value is estimated as 0.314 at 5 % level of 
significance, hence it is not too high from the statistical significance level. The 
lower p-value (p= >0.332) indicates that the data is fairly fit to verify whether the 
normal distribution fits collected data. The plot of the data shows that all points do 
not fall reasonably close to the reference line, indicating that the data do not follow 
a normal distribution. For Row | ( f=8 ) Cumulative Percent is estimated as 
38.6364, for Row 2(f= 3) as 15.9091, for Row 3(f=) as 84.0909, and for Row 4, (f= 
44) as 61.3636. 


Probability Plot of Economic Status of the Parents with Disabled Children 
Normal - 95% Cl 


Mean 50 
StDev 6591 
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AD 0.431 
P-Value 0.138 
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4.61: Anderson-Darling Test of Probability Plot of the Economic Status of the 
Parents with Disabled Children 


21. Monthly Income Of The Family Of The Parents With Disabled Children 


As illustrated in Table 4.21, the highest percent of the monthly income of the 
family of the Parents with disabled children belonged to Rs.15001-40000 (51%), 
Rs 8001-15000 (28%), more than Rs. 40,000(16.5%) and below 3000(2%). 


As expressed in Table 4.21.1, the Mean, Median and Standard Deviation of the data 
with respect to monthly income of the families of the Parents with disabled 
children are accounted for 40, 33, and 40.8 respectively. Inter Quartile Range 
(IQR) of the given data is 74.5. Variance of the distribution are enough large (07 
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=1667.5) indicating that the data will be well fit for conducting a survey. The First 
Quartile (Q1) and Third Quartile (Q3) of the given data are 4.5 and 79 respectively. 
The Skewness and Kurtosis of the given distribution are 0.93 and 0.10 respectively. 


Table 4.21: Frequency and Percentage of the Monthly Income of the Family of 
the Parents with Disabled Children 


Monthly Income of the Family of the Frequency Percentage 
Parents with Disabled Children 
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Table 4.21.1: Descriptive Statistics of the Monthly Income of the Family of the 
Parents with Disabled Children 


Monthly 


Income of 


2 
the Family Q 


Parents 


wath Range Sum of Sk Ku MSSD 


OS NS) Ok 


The Figure 4.62 shows that the Median value of the given data is estimated as 33 at 


95 % confidence interval for the Boxplot representing by the vertical line drawn 
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through the box. The Mean value is 40, indicating by a star mark on the right side 
of the Median line. No Outlier is present in outside of the box. The minimum value 
(45) is the far left hand side of the plot, at the top of the left Whisker. The 


maximum value is the right hand side of the plot, at approximately 102. 


Fig. 4.62: Boxplot of the Monthly Income of the Family of the Parents with 
Disabled Children 


The above mentioned Probability distribution Plot (See Fig. 4.63) shows that about 
0.25% of the sample values have scores in the region of interest (two tails) at < 
0.05 level of significance. This is not a very large percentage, so we may face 
challenges in findings the result if we accept the variable in the study. But the 
categorical variable (monthly income of the family) can be accepted on the ground 


that the probability for a particular range of values must be between 0 and 1. 


As illustrated in Figure 4.64, the AD value is estimated as 0.299 at 5 % level of 
significance, hence it is below the statistical significance level. The lower p-value 
(p= >0.424) indicates that the data is fairly fit to verify whether the normal 
distribution fits collected data. The plot of the data shows that all points do not fall 
reasonably close to the reference line, indicating that the data do not follow a 
normal distribution. For Row 1 (f=) Cumulative Percent is estimated as 12.963, for 
Row 2 (f= 5) as 31.4815, for Row 3(f=56) as 68.5185, for Row 4(f=102) as 87.37, 
and for Row 5(f= 33) as 50. 
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Distribution Plot of Monthly Income of the Family of the Parents 
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Anderson-Darling Test of Probability Plot of the Monthly Income of 


Fig. 4.64 


the Family of the Parents with Disabled Children 
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22. Number Of Dependent Members, If Any, Other Than Disabled Child 


As Table 4.22 shows, almost 37.5% of the Parents with disabled children had two 
dependent members other than disabled children, followed by one ( 23.5%), more 
than two (22.5%) and none (16.5%). 


Table 4.22: Frequency and Percentage of the Number of Dependent Members, 
if Any, Other than Disabled Child 


Number of Dependent members, if Frequency Percentage 
any, other than Disabled child 


fan 


As expressed in Table 4.22.1, the Mean, Median and Standard Deviation of the data 


with respect to number of dependent members in the families of the Parents with 
disabled children are accounted for 50, 46, and 17.78 respectively. The lower 
Standard Division of the data indicates that the values are close to the Mean. The 
Minimum and Maximum values of the concerned data are 33 and 75 respectively. 
The Standard Error of Mean of the given data is 8.89. The SD value of the data is 
not enough large, indicating that the data are not enough spread over the Mean. The 
First Quartile (Q1) and Third Quartile (Q3) of the given data are 36 and 68 
respectively. Inter Quartile Range (IQR) of the given data is 32. Variance and 
Covariance of the distribution is not enough large (07 =316, cov= 35.55 respectively). 
Range of the distribution of the given data is enough large (42). Sum of Squares 
and MSSD of the data are counted as 10948 and 313.33. The Skewness of the the 
given distribution are 1.25 indicating that the data are positively skewed. On the 
other hand ,the Kurtosis of the given data is estimated as 2.35 . As the data of the 


number of dependent member(s) except the disabled children in the families are 
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discrete by nature, we can’t interpret the Skewness and Kurtosis with the help of a 


Histogram with a Normal Curve. 


Table 4.22.1: Descriptive Statistics of the Number of Dependent Member(s), if 
Any, Other than Disabled Child 


Number of 4 33 75 50.0 8.89 46.0 
i 


Soe le oe ee ee 


Parents with 


nae Eee 
ge Range Sum of Sk Ku MSSD 
Children Squires 


The Figure 4.65 shows that the Median value of the given data is estimated as 46 at 
95 % confidence interval for the Boxplot representing by the vertical line drawn 
through the box. The Mean value is 50, indicating by a star mark on the right side 
of the Median line. No Outlier is present in outside of the box, so the distribution is 
not affected by the extreme values. The Confidence Interval Box is located in the 
centre of the plot. The minimum value (33) is the far left hand side of the plot, at 
the top of the left Whisker. The maximum value is the right hand side of the plot, at 
approximately 75. The main part of the plot shows where the middle portion of the 
data falls represents the IQR (32). The Q1 and Q3 values of the concerned data are 
placed at the far left and right hand edge of the box, estimated as 36 and 68 
respectively. The ‘x’ axis of the Boxplot represents (horizontal line) the frequency 
of the number of dependent member(s) except the disabled children in the family of 


the Parents with disabled children. 
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Boxplot of Number of Dependent Member(s) in the Family except CWSN 
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Fig. 4.65 : Boxplot of the Number of Dependent Member(s) in the Family of 
the Parents with Disabled Children 


The Probability Distribution Plot (See Figure No. 4.66) shows that about 0.25% of 
the sample values had scores in the region of interest (two tails) at < 0.05 level of 
significance. This is not a very large percentage, so we may face challenges in 
findings the result if we accept the variable in the study. But the categorical 
variable (no. of dependent member in the family) can be accepted on the ground 
that the probability for a particular value or range of values must be between 0 and 
1. In the final study we again interpret the assumption further while assessing the 


relation between this independent variable and other dependent variables. 


Referring to Figure No. 4.67, we can interpret the result of the AD test with respect 
the same data as mentioned earlier. The AD test value ( 0.342 ) of the data is below 
the statistical significance level. P value of the AD test is also significantly lower 
(0.269) indicating that the data with respect to number of earning member(s) in the 
family of the parents having differently abled children can be accepted for the final 
study. For Row 1 ( f=) the Cumulative Percent is estimated as 15.9091, for Row 
2( f= ) as 61.3636, for Row 3 (f=75 ) as 84.0909 , Row 4 (f=) as 38.6365. 
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Distribution Plot of the Number of Dependent Member(s) in the Family 
Normal, Mean=50, StDev=17.78 
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Fig. 4.66: Probability Distribution Plot of the Number of Dependent 
Member(s) in the Family (Except CWSN) of the Parents with Disabled 
Children 
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Fig. 4.67: Andrson-Darling Test of Probability Plot of the Number of 
Dependent Member(s) in the Family of the Parents with Disabled Children 
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23. Type Of House Of The Parents With Disabled Children 


Table 4.23 shows the frequency and percentage of the data that represents the type 
of house of the Parents with disabled children. About 43.5% of house were 
identified as semi pucca, followed by pucca (40%), others (11.5%) and 
Katcha(5%). 


Table 4.23 : Frequency and Percentage of the Type of House of the Parents 
with Disabled Children 


Row Type of House Frequency Percentage 


Ok a 


Table 4.23.1 represents the descriptive statistics of the data about the type of house 
of the Parents with disabled children. The Mean and Median of the data are 
accounted for 50 and 51.5 respectively. The greater Standard Division (6 =39.1) of 
the data indicates that the values are spread over the Mean. The Standard Error of 
Mean of the given data is 19.6. The First Quartile (Q1) and Third Quartile (Q3) of 
the given data are 13.3 and 85.3 respectively. Inter Quartile Range (IQR) of the 
given data is 72. Variance and Covariance of the distribution is not enough large 
(0° =1532.7 , CoV = 78.30 respectively), indicating that the data is well fit for 
conducting the study. Range of the distribution of the given data is enough large 
(77.7). Sum of Squares and MSSD of the data are counted as 14598 and 1507.5. 
The Skewness of the the given distribution are -.07 indicating that the data are 
negatively skewed. On the other hand, the Kurtosis of the given data is estimated as 


-5.30. 
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Table 4.23.1: Descriptive Statistics of the Type of House of the Parents with 
Disabled Children 


House of the 


parents with | Me | fe tm ee 


Children 


Range Sum of Sk Ku MSSD 
Squires 


The Figure 4.68 shows that the Median value of the given data that represents the 


type of house is estimated as 51.5 at 95 % confidence interval for the Boxplot 
showing by the vertical line drawn through the box. The Mean value is 50, 
indicating by a star mark on the right side of the Median line. No Outlier is present 
in outside of the box, so the distribution is not affected by the extreme values. The 
minimum value (10) is the far left hand side of the plot, at the top of the left 
Whisker. The maximum value is the right hand side of the plot, at approximately 
87. The main part of the plot shows where the middle portion of the data falls 
represents the IQR (72). The Q1 and Q3 values of the concerned data are placed at 
the far left and right hand edge of the box , estimated as 13.3 and 85.3 respectively. 


The Probability Distribution Plot (See Figure 4.69) shows that about 0.25% of the 
sample values had scores in the region of interest (two tails) at < 0.05 level of 
significance. This is not a very large percentage, so we may face challenges in 
findings the result if we accept the variable in the study. But the categorical 
variable (type of house of the Parents with disabled children) can be accepted on 
the ground that the probability for a particular value or range of values must be 


between 0 and 1. 
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Boxplot of House of the Parents with Disabled Children 


10 20 30 40 50 60 70 
Frequency 


Fig. 4.68: Boxplot of the Type of House of the Parents with Disabled Children 
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Fig. 4.69: Probability Distribution Plot of the Type of House of the Parents 


with Disabled Children 


The Anderson-Darling (AD) test was also applied to testing whether a normal 


distribution adequately describes a set of data representing type of house of the 
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Parents with disabled children. As the p-value for the Anderson-Darling test( p- 
value=0.204) is significantly lower than the chosen significance level (0.05 ), it can 
be concluded that the given data follow the specified distribution fairly. The data 
does not perfectly normal as the data points on the probability plot does not form a 
straight line with respect to the types of house of the Parents with disabled children. 
The probability plot varies sufficiently based on the normality test. The AD test 
statistic (0.380) support this conclusion. The plot of the data shows that the points 
does not fall reasonably close to the reference line, indicating that the data does not 
follow a normal distribution. The 87 percentile of the data representing the type of 
house of the Parents with disabled children is estimated as 94.1. The AD test of the 
data are estimated with the help of Cumulative Percent, Mean and SD values of the 


given data ( See Fig. 4.70). 
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Fig. 4.70: Anderson-Darling Test of Probability Plot of the Type of House of 
the Parents with Disabled Children 


24. Mode Of House Of The Parents With Disabled Children 


The Table 4.24 displays the frequency and percentage of the data representing 
mode of house of the Parents with disabled children. As found in the table, the 
highest percentage of mode of house of the Parents with disabled children was 


demarcated as Rental (41%), followed by Own House (36%) and Company House 
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(9%). Both Govt House and Lease occupied almost 7% each of the mode of house 
of the Parents with disabled children. 


Table 4.24: Frequency and Percentage of the Mode of House of the Parents 
with Disabled Children 


Row | Mode of House of the Parents with Frequency % 
Disabled Children 
SSS ee ee 
i 


a 
ee 


Table 4.24.1 represents the descriptive statistics of the data about the mode of 
house of the Parents with disabled children. The Mean and Median of the data are 
accounted for 40 and 18 respectively. The Standard Division (6 =34) of the data is 
sufficiently higher indicating that the values are spread over the Mean. The 
Standard Error of Mean of the given data is 15.2. The First Quartile (Q1) and Third 
Quartile (Q3) of the given data are 14 and 77 respectively. Inter Quartile Range 
(IQR) of the given data is 63. Variance and Covariance of the distribution is not 
enough large (0° =1156, € COV = 85), indicating that the data is well fit for 
conducting the study. Range of the distribution of the given data is enough large 
(68). Sum of Squares and MSSD of the data are counted as 12624 and 437. The 
Skewness of the distribution is 0.65 indicating that the data are skewed positively. 


On the other hand, the Kurtosis of the given data is estimated as -3.03. 
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Table 4.24.1: Descriptive Statistics of the Mode of House of the Parents with 
Disabled Children 


_—_ 


House of 


the Parents 


Disabled 


meen Range Sum of Sk Ku MSSD 
Squires 
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The Figure 4.71 shows that the Median value of the given data that represents the 
mode of house is estimated as 18.0 at 95 % confidence interval for the Boxplot 
showing by the vertical line drawn through the box. The Mean value is 40, 
indicating by a star mark on the right side of the Median line. No Outlier is present 
in outside of the box, so the distribution is not affected by the extreme values. The 
minimum value (14) is the far left hand side of the plot, at the top of the left 
Whisker. The maximum value is the right hand side of the plot, at approximately 
82. The main part of the plot shows where the middle portion of the data falls 
represents the IQR (63). The Q1 and Q3 values of the concerned data are placed at 
the far left and right hand edge of the box , estimated as 14 and 77 respectively. 
The right Whisker is slightly larger than the left Whisker indicating that the 


distribution is skewed positively. 
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Boxplot of the Mode of House of the Parents with Disabled Children 


10 20 30 40 50 60 70 80 90 
Frequency 


Fig. 4.71: Boxplot of the Mode of House of the Parents with Disabled Children 


The Probability Distribution Plot (See Figure 4.72) shows that about 0.25% of the 
sample values had scores in the region of interest (two tails) at < 0.05 level of 
significance. This is not a very large percentage, so we may face challenges in 
findings the result if we accept the variable in the study. But the categorical 
variable ( mode of house of the Parents with disabled children) can be accepted on 
the ground that the probability for a particular value or range of values must be 


between 0 and 1. 


Figure 4.73 displays the result of Anderson-Darling test of the data that represents 
the mode of house of the Parents with disabled children. For R1 Cumulative 
Percent is estimated as 87.037, for R2 as 68.5165, for R3 as 12.963, for R4 as 50 
, and for R5 as 33.4815. The p-value (0.043) of Anderson-Darling test is 
significantly lower than the statistical significance level (0.05 level of significance) 
indicating that the data is well fit for conducting a random survey. This result is 
calculated on the basis of Mean, SD and Cumulative Percent of the given data that 
represents the mode of house of the Parents with disabled children selected from 


the sample area. 
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Distribution Plot of Mode of House of the Parents with Disabled Children 
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Fig. 4.72: Probability Distribution Plot of the Mode of House of the Parents 


with Disabled Children 
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Fig. 4.73: Anderson-Darling Test of Probability Plot of the Mode of House of 


the Parents with Disabled Children 
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25. Supply Of Drinking Water In The Family Of The Parents With Disabled 
Children 


As illustrated in Table 4.25, about 71 % of the supply of drinking water in the 
families of the Parents with disabled children was identified as pipe water, 
followed by complete purified water ( 14%), ordinary wells (9%), and hand pumps 
(6%). 


Table 4.25: Frequency and Percentage of the Supply of Drinking Water in the 
Family of the Parents with Disabled Children 


Supply of Drinking Water Frequency (n=200) | Percentage (100%) 
seer ee ea 


Table No. 4.25.1 shows the descriptive statistics of the data about the supply of 


drinking water in the families of the Parents with disabled children. The Mean and 
Median of the data are accounted for 50 and 23 respectively. The Standard Division 
(o =61.7) of the data is sufficiently higher indicating that the values are spread over 
the Mean. The Standard Error of Mean of the given data is 30.8. The First Quartile 
(Q1) and Third Quartile (Q3) of the given data are 13.5 and 113.5 respectively. 
Range and Inter Quartile Range (IQR) of the given data are 130 and 100 
respectively indicating that the data is suitable for conducting a random study. 
Variance and Covariance of the distribution is not enough large (67 = 3595. 3,@ COV= 
123.37), indicating that the data is well fit for conducting the study. Sum of 
Squares and MSSD of the data are counted as 21416 and 4988.7 respectively 
indicating that the data is well fit for conducting the study. As the value of MSSD 
is enough large, we can easily accept the data for our final study. The Skewness of 
the distribution is 1.93 indicating that the data are skewed positively. On the other 
hand, the Kurtosis of the given data is estimated as 3.77. As the data of the supply 
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of drinking water is discrete by nature, so the distribution can’t be expressed by 


using a Histogram with a normal curve. 


Table 4.25.1: Descriptive Statistics of the Supply of Drinking Water in the 
Family of the Parents with Disabled Children 


Drinking 


a ce Re RE a 


Parents with 
Pisablen Range Sum of Sk Ku MSSD 
Children Squires 

130.0 100.0 21416.0 4988.7 


As illustrated in Figure 4.74, the Median value of the given data that represents the 
supply of drinking water is estimated as 23 at 95 % confidence interval for the 
Boxplot showing by the vertical line drawn through the box. The Mean value is 50, 
indicating by a star mark on the right side of the Median line. No Outlier is present 
in outside of the box, so the distribution is not affected by the extreme values. The 
minimum value (14) is the far left hand side of the plot, at the top of the left 
Whisker. The maximum value is the right hand side of the plot, at approximately 
82. The main part of the plot shows where the middle portion of the data falls 
represents the IQR (100). The Q1 and Q3 values of the concerned data are placed 
at the far left and right hand edge of the box, estimated as 13.5 and 113.5 
respectively. The right Whisker is slightly larger than the left Whisker indicating 
that the distribution is skewed positively indicating that the data are skewed 


positively. 
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Boxplot of Supply of Drinking Water in the Family of the Parents 
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Fig. 4.74: Boxplot of Drinking Water in the Family of the Parents with 
Disabled Children 


To verify the normality of the data Figure 4.75 displays the result of Anderson- 
Darling test of the data that represents the supply of drinking water in the families 
of the Parents with disabled children. For R1 Cumulative Percent is estimated as 
38.6364 , for Row 2 as 15.9051, for Row 3 as 84.0909 , and lastly for Row 4 as 
61.3636 respectively. The p-value (0.031) of Anderson-Darling test is significantly 
lower than the statistical significance level (at 5% level of significance) indicating 
that the data is well fit for conducting a random survey, although AD value (0.630) 
of the data is not statistically significant at 5%. This result is calculated on the basis 
of Mean, SD and Cumulative Percent of the given data that represents the mode of 
house of the Parents with disabled children selected from the sample area. The 87 
percentile of the data are estimated for both ‘x’ and ‘y’ axis. For ‘x’ axis 87 
percentile is estimated as 119.5 , viv-a-vis, for ‘y’ axis it is accounted for 87 only. 
The plot of the figure shows that all dots are not fall in a straight line indicating the 
variability of the distribution. The present distribution can not be considered as a 


normal distribution. 
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Fig. 4.75: Anderson -Darling Test of Probability Plot of the Supply of Drinking 
Water in the Family of the Parents with Disabled Children 


26: Scarcity Of Water In The Families Of The Parents With Disabled Children 


Referring to Table No. 4.26, we can see the data about the scarcity of water in the 
families of the Parents with disabled children. Among the five rows as revealed in 
the table, the highest percent of scarcity of water belonged to ‘always’ category 
(34%), followed by ‘often’( 19%), ‘never’ and’ rarely’ (17%), and lastly 
‘sometimes’(11%). As found in the study, scarcity of water was one of the major 


problems of the sample area under taken. 


Table 4.26: Frequency and Percentage of the Scarcity of Water in the Families 
of the Parents with Disabled Children 


Whether affected by Scarcity Frequency Percentage 
of Water 
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Table No. 4.26.1 shows the descriptive statistics of the data about the scarcity of 


water in the families of the Parents with disabled children. The Mean and Median 
of the data are accounted for 40 and 35 respectively. The Standard Division (6 
=22.27) of the data is not too much higher indicating that the values are moderately 
spread over the Mean. The Standard Error of Mean of the given data is 9.96. The 
First Quartile (Q1) and Third Quartile (Q3) of the given data are 24 and 58.50 
respectively. Range and Inter Quartile Range (IQR) of the given data are 55 and 
34.50 respectively indicating that the data is moderately suitable for conducting a 
random study. Variance and Covariance of the distribution is not enough large (67 - 
49, & COV = 55.68), indicating that the data is moderately fit for conducting the 
study. Sum of Squares and MSSD of the data are counted as 9984 and 252.63 
respectively. The Skewness of the distribution is 1.75 indicating that the data are 
skewed positively. On the other hand, the Kurtosis of the given data is estimated as 
3.28. As the data of the scarcity of water in the families of the Parents with disabled 
children are discrete by nature, the distribution can’t be expressed by using a 


Histogram with a normal curve. 


Table 4.26.1: Descriptive Statistics of the Scarcity of Water in the Families of 
the Parents with Disabled Children 
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Water in the 
Family of 
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pace Range Sum of Sk Ku MSSD 
Children Squires 


Sea ee 2 Bea 
the Parents 22.37 496.0 55.68 58.50 
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These descriptive statistics about the scarcity of water in the families of the Parents 
with disabled children can be better understood with the help of a Boxplot as 
shown in Figure 4.76. The Median value of the given data that represents the 
supply of drinking water is estimated as 35 at 95 % confidence interval for the 
Boxplot showing by the vertical line drawn through the box. The Mean value is 40, 
indicating by a star mark on the right side of the Median line. No Outlier is present 
in outside of the box, so the distribution is not affected by the extreme values. The 
minimum value (23) is the far left hand side of the plot, at the top of the left 
Whisker. The maximum value is the right hand side of the plot, at approximately 
78. The main part of the plot shows where the middle portion of the data falls 
represents the IQR (34.50). The Q1 and Q3 values of the concerned data are placed 
at the far left and right hand edge of the box, estimated as 24 and 58.50 


respectively. 


Figure 4.77 displays the result of Anderson-Darling test of the data that represents 
the scarcity of water in the families of the Parents with disabled children. For Row 
1, the Cumulative Percent is estimated as 31.4815, for Row 2 as 50, for Row 3 as 
12.963, for Row 4 as 68.5185 and for Row 5 as 87.03. The p-value (0.111) of 
Anderson-Darling test is higher than the statistical significance level (0.05 level of 
significance) indicating that the data is not well fit for normal distribution. The 
Anderson-Darling test value is estimated as 0.495. This result is calculated on the 
basis of Mean, SD and Cumulative Percent of the given data that represents the 
mode of house of the Parents with disabled children selected from the sample area. 
The plot of the figure shows that the data is not perfectly normal as the data points 
on the probability does not form a straight line. The probability plot varies 
sufficiently based on the normality test. The plot of the above mentioned figure 
indicates that the 87 percentile of the ‘y’ axis is estimated as 58.9 and for ‘x’ axis as 


99.74 respectively. 
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Boxplot of Scarcity of Water in the Families of the Parents 


Frequency 


Fig. 4.76: Boxplot of the Scarcity of Water in the Families of the Parents with 
Disabled Children 
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Fig. 4.77: Anderson-Darling Test of Probability Test of the Scarcity of Water in 
the Families of the Parents with Disabled Children 


27. Quality Of Drinking Water In The Families Of The Parents With Disabled 
Children 
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As revealed in Table 4.27, the quality of drinking water in the families of the 
Parents with disabled children was affected with ‘Iron’ (53%), followed by ‘ Saline’ 
(23%), ‘No problem at all’(18%) , and lastly ‘Fluoresces’ (6%). Thus it can be 
concluded that almost half of the families was depriving of quality of drinking 


water. 


Table 4.27: Frequency and Percentage of Quality of Drinking Water in the 
Families of the Parents with Disabled Children 


ESSE aa 
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The descriptive statistics of the data about the quality of drinking water in the 
families of the Parents with disabled children are shown in Table 4.27.1. The Mean 
and Median of the data are accounted for 50 and 41 respectively. The Standard 
Division (6 =37) of the data is significantly higher indicating that the values are 
spread over the Mean. Range and Inter Quartile Range (IQR) of the given data are 
94 and 73 respectively indicating that the data are suitable for conducting a 
random study. Variance and Covariance of the distribution is enough large (07 - 
1369.1 & COV = 74), indicating that the data is fairly fit for conducting the random 
survey. Sum of Squares and MSSD of the data are counted as 29584 and 2089 
respectively. The Skewness of the distribution is 0.89 indicating that the data are 
skewed positively. On the other hand, the Kurtosis of the given data is estimated as 


-0.53. 


Table 4.27.1: Descriptive Statistics of the Quality of Drinking Water in the 
Families of the Parents with Disabled Children 
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Drinking 
Water in the 


the Parents 
Disabled Squires 

: 94.0 73.0 29584.0 0.89 -0.53 2089.0 
Children 


A A 


As illustrated in the Boxplot (See Figure 4.78) the Median value of the given data 
that represents the quality of drinking water is estimated as 41 at 95 % confidence 
interval showing by the vertical line drawn through the box. The Mean value is 50, 
indicating by a star mark on the right side of the Median line. No Outlier is present 
in outside of the box, so the distribution is not affected by the extreme values. The 
minimum value (12) is the far left hand side of the plot, at the top of the left 
Whisker. The maximum value is the right hand side of the plot, at approximately 
106. The main part of the plot shows where the middle portion of the data falls 
represents the IQR (73). The Q1 and Q3 values of the concerned data are placed at 
the far left and right hand edge of the box, estimated as 18 and 91 respectively. 


The p-value (0.359) of Anderson-Darling test (See Figure 4.79) is significantly 
higher than the statistical significance level (at 5% level of significance) indicating 
that the data are not well fit for a normal distribution. The Anderson-Darling test 
value is estimated as 0.353. The plot of the figure shows that the data are not 
perfectly normal as the data points on the probability do not form a straight line. 


The probability plot varies sufficiently based on the normality test. 
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Boxplot of Quality of Drinking Water in the Families of the Parents 
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Fig. 4.78: Boxplot of the Quality of Drinking Water in the Families of the 


Parents with Disabled Children 
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Fig. 4.79: Anderson-Darling Test of Probability Plot of the Quality of Drinking 


Water in the Families of the Parents with Disabled Children 


28. Habits Of The Parents With Disabled Children 


As shown in the Table 4.28, almost 50.5% of the Fathers with disabled children did 
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not have any habits as mentioned above. On the other hand, about 87% of the 
mothers with disabled children did not have any habits as mentioned above. It was 
revealed that about 11% of the fathers with disabled children and about 1% of the 
mothers with disabled children had habit of smoking only. About 3% of the fathers 
with disabled children and 8% of the mothers with disabled children were addicted 
to alcohol only. Both smoking and alcohol were accounted for 28% of the fathers 
with disabled children and 1% of the mothers with disabled children. Only Narcotic 
drugs were utilised by 0.5 % of the fathers with disabled children and 1.5 % of the 
mothers with disabled children. Smoking, alcohol and narcotic drugs were utilised 
by about 8% of the fathers with disabled children and 1.5% of the mothers with 
disabled children. This table shows a clear picture of the habits of Parents with 
disabled children. 


Table 4.28: Frequency and Percentage of the Habits of the Parents with 
Disabled Children 


Habits of the Parents Frequency (n=400) 
with 


Fathers Mothers Fathers Mothers 
Disabled Children 
(n=200) | (n=200) (100%) (100%) 
5 
1 
5 Smoking, Alcohol, and 1 
Narcotic Drugs 


With respect to the habits of the Parents with disabled children Table 4.28.1 shows 


6 3 
174 


EES 
he 


that Mean of the fathers and mothers with disabled children were estimated as 33.3 
and 33.7 respectively. Median is greater in case of fathers with disabled children 
rather than mothers with disabled children aE = 19>3). On the other hand, SD 


value is greater in case of mother with disabled children than the fathers with 
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disabled children ( SD=69.1>38.2). The Q1 for fathers and mothers with disabled 
children is accounted for 4.8 and 2.0 respectively. The Q3 for fathers and mothers 
with disabled children are 67.3 and 55.5 respectively. Inter Quartile Ranges (IQR) 
for fathers and mothers with disabled children with respect to their habits are 
estimated as 62.5 and 53.5 respectively. Skewness value for mothers with disabled 
children with reference to their habits is higher in case of mothers rather than 
fathers ( Sk = 2.42> 1.36). On the other hand, Kurtosis value of the data that 
represent the habits of the mothers with disabled children is greater than the fathers 
with disabled children ( Ku = 5.87>1.16). 


Table 4.28.1: Descriptive Statistics of the Habits of the Parents with Disabled 
Children 


Sea ee are ae 


Habits of 
the 


Parents 


ne hie] FF e 
Mothers Q1 Q3 
pees Ea ee 
are 69.1 2.0 55.5 53.5 2.42 Baal 
Children 


As illustrated in the Boxplot (See Figure 4.80), the Median values of the given data 


that represent habits of the Parents with disabled children are estimated as 19 
(fathers) and 3 (mothers) respectively at 95 % confidence interval showing by the 
vertical line drawn through the box. The Mean values are 33.3 for fathers with 
disabled children and 33.7 for mothers with disabled children indicating by a star 
mark on the right side of the Median line. No Outlier is present in outside of the 
box, so the distribution is not affected by the extreme values. The minimum values 
(Fathers = 1, Mothers= 2) are the far left hand side of the plot, at the top of the left 
Whisker. The maximum values ( Fathers = 101, Mothers =178) the right hand side 
of the plot, at the top of the right Whisker. The main part of the plot shows where 
the middle portion of the data falls represents the IQR (Fathers = 62.5, Mothers= 
53.5 ). The Q1 and Q3 values of the concerned data are placed at the far left and 
right hand edge of the box. 
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Habits of the Parents with Disabled Children( Fathers vs. Mothers ) 


Fig. 4.80: Boxplot of the Habits of the Fathers with Disabled Children 


As illustrated in Figure 4.81, the p-value (0.155) of Anderson-Darling test is not 
significantly lower than the statistical significance level (at 5% level of 
significance) indicating that the data are not well fit for a normal distribution. On 
the contrary, the p-value of the AD test is significantly lower than the statistically 
significance level ( at 0.05 % level of significance), hence the data are well fit for 
conducting a random study. The plot of the figure for both fathers and mothers with 
disabled children shows that the data are not perfectly normal as the data points on 
the probability do not form a straight line. The probability plot varies sufficiently 
based on the normality test. This Probability Plot is drawn on the basis of the 
Cumulative Percent, Mean and Standard Division of the data that represents the 


habits of the Parents with disabled children. 
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Variable 
—#— fathers 
—@- mothers 


Mean StDev N AD P 
33.67 38.24 6 0465 0.155 
33.33 6913 6 1.387 <0.005 


Fig. 4.81: Anderson-Darling Test of Probability Plot of the Habits of the 
Mothers with Disabled Children 


29. Poor Physical /Mental Health Of The Parents With Disabled Children 


As shown in Table 4.29, about 8% of the mothers with disabled children and 5.5 % 
of the fathers with disabled children were the victim of poor physical or mental 
health. On the contrary, almost 3.25 % of both Parents (fathers and mothers) with 
disabled children had been suffering from poor physical or mental health. About 
86.5% of Parents with disabled children informed that they lacked any difficult 
type of physical or mental health problems. This result was based on the perception 
of the Parents about their physical and mental health problems. Typical 


psychological problems were not accounted here. 


The descriptive statistics of the data about the poor physical or mental health of the 
Parents with disabled children are shown in Table 4.29.1. The Mean and Median of 
the data are accounted for 103 and 27 respectively. The Standard Division (6 =162) 
of the data is significantly higher indicating that the values are spread over the 
Mean. Range and Inter Quartile Range (IQR) of the given data are 333 and 252.3 
respectively indicating that the data are suitable for conducting a random survey. 
Variance and Covariance of the distribution are also enough large (0° = 26250 @ COV = 


156.92), indicating that the data is fairly fit for conducting the random survey. Sum 


503 


of Squares and MSSD of the data are counted as 121393 and 18511 respectively. 
The Skewness of the distribution is 1.99 indicating that the data are skewed 
positively. On the other hand, the Kurtosis of the given data is estimated as 3.95. So 


it is not an example of normal distribution. 


Table 4.29: Frequency and Percentage of the Poor Physical /Mental Health of 
the Parents with Disabled Children 


Poor Physical /Mental Health of the Parents 
aa Mother of the Disabled Child |e 
Father of the Disabled Child [2 ee 


Both Mother and Father of the Disabled Child 
a a 


Table 4.29.1: Descriptive Statistics of the Poor Physical /Mental Health of the 
Parents with Disabled Children 


_ . 
Poor 


Physical 
/Mental 


the Parents 


ith 
ee Range Sum of Sk Ku MSSD 

Disabled Squires 

Children 333.0 252.3 121393.0 18511.0 


He A De 
Health off 7 162.0 26250 156.92 267.5 


As illustrated in the Boxplot (See Figure 4.82) the Median value of the given data 
that represents the poor physical or mental health of the Parents with disabled 


children is estimated as 27 at 95 % confidence interval showing by the vertical line 
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drawn through the box. The Mean value is 103 indicating by a star mark on the 
right side of the Median line. No Outlier is present in outside of the box, so the 
distribution is not affected by the extreme values. The minimum value (22) is the 
far left hand side of the plot, at the top of the left Whisker. The maximum value is 
the right hand side of the plot, at approximately 346. The main part of the plot 
shows where the middle portion of the data falls represents the IQR (252.3). The 
Q1 and Q3 values of the concerned data are placed at the far left and right hand 
edge of the box, estimated as 15.3 and 267.5 respectively. 


Poor Physical / Mental Health of the Parents with Disabled Children 


Fig. 4.82: Boxplot of the Poor Physical /Mental Health of the Parents with 
Disabled 


The result of the Anderson-Darling test of Probability Plot is shown in Figure 4. 
83. The AD value is estimated as 0.733 at 5% level of significance. As the data is 
discrete by nature the AD value is significantly higher. The p-value (<0.014) of 
Anderson-Darling test (see Figure 4.83) is significantly lower than the statistical 
significance level (at 5% level of significance) indicating that the data are well fit 
for a random survey. The plot of the figure shows that the data are not perfectly 
normal as the data points on the probability do not form a straight line. The 
probability plot varies sufficiently based on the normality test. This result is 
calculated based on the CP, Mean and SD values of the present data that represent 
the poor physical or mental health of the Parents with disabled children. For Rowl, 
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the Cumulative Percent is estimated as 61.3636, for Row 2 as 38.6364, for Row 3 
as 15.0991, and for Row 4 as 84.0909. The 95 percentile of the ‘y’ axis is 


estimated as 370, vis-a-vis, 95 percentile of the ‘x’ axis is estimated as 47.969. 


Mean 103.3 
SstDev 162.0 
N 4 
AD 0.733 
P-Value 0.014 


Fig. 4.83: Boxplot of the Poor Physical /Mental Health of the Parents with 
Disabled 


30. Family Problems Of Parents With Disabled Children 


As illustrated in Table 4.30, lack of time for the child was one of the major family 
problems in the families of the Parents with disabled children the study undertaken. 
About 60 % of the Parents with disabled children informed that they felt lack of 
time in rearing their disabled children. Almost 22.5 % of the Parents with disabled 
children informed that they felt problem with reference to quarrel in their family in 
rearing their disabled children. About 21.5 % of the mothers with disabled children 
informed that their family problems were created due to their husband’s addition to 
alcohol. About 18.75% of the Parents with disabled children informed that they did 
not feel the above mentioned family problems. The descriptive statistics of the data 
about the family problems of the Parents with disabled children are shown in Table 
4.30.1. The Mean and Median of the data are accounted for 85 and 45 respectively. 
The Standard Division (6 = 87.7) of the data is significantly higher indicating that 


the values are sufficiently spread over the Mean. Range and Inter Quartile Range 
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(IQR) of the given data are 218 and 125 respectively indicating that the data are 
suitable for conducting a random survey. Variance and Covariance of the 
distribution are also enough large (07 = 7554 ¢ cov = 104.33), indicating that the data 
is fairly fit for conducting the random survey. Sum of Squares and MSSD of the 
data are counted for 67583 and 5268.9 respectively. The Skewness of the 
distribution is 1.99 indicating that the data are skewed positively. On the other 
hand, the Kurtosis of the given data is estimated as 4.10. So it is not an example of 


normal distribution. 


Table 4.30: Frequency and Percentage of the Family Problems of Parents with 
Disabled Children 


Family Problems Frequency (n=400) | Percentage (100%) 


Table 4.30.1: Descriptive Statistics of the Family Problems of Parents with 
Disabled Children 


a 


Disabled 


Chileren Range Sum of Sk Ku MSSD 
Squires 
218.0 125.0 67583 5268.9 


with 
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As illustrated in the Boxplot (See Figure 4.84), the Median value of the data that 
represent family problems of the Parents with disabled children is estimated as 45 
at 95 % confidence interval showing by the vertical line drawn through the box. 
The Mean value is 85 indicating by a star mark on the right side of the Median line. 
No Outlier is present in outside of the box, so the distribution is not affected by the 
extreme values. The minimum value (22) is the far left hand side of the plot, at the 
top of the left Whisker. The maximum value is the right hand side of the plot, at 
approximately 240. The main part of the plot shows where the middle portion of 
the data falls represents the IQR (125). The QI and Q3 values of the concerned 
data are placed at the far left and right hand edge of the box, estimated as 32.5 and 
157.5 respectively. 


Boxplot of Family Problems in the Families of Parents 


Parents 


Fig. 4.84: Boxplot of the Family Problems of Parents with Disabled Children 


The result of the Anderson-Darling test of Probability Plot with reference to family 
problems of the Parents with disabled children is shown in Figure 4. 85. The AD 
value is estimated as 0. 699 at 5% level of significance. As the data are discrete by 
nature the AD value is significantly higher. The p-value (<0.026) of Anderson- 
Darling test (see Figure 4.86) is significantly lower than the statistical significance 
level ( at 5% level of significance) indicating that the data are well fit for a random 
survey. The plot of the figure no. 4.86 shows that the data are not perfectly normal 
as the data points on the probability do not form a straight line. The probability plot 


varies sufficiently based on the normality test. For Rowl, Cumulative Percent is 
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estimated as 87.037, for Row 2 as 31.4815, for Row 3 as 50.0, for Row4 as 
12,963, and for Row, as 68.5185 respectively. The result of the AD test of the data 
that represent the family problems of the Parents with disabled children is done 
with the help of Mean ( 85) , SD (88.68), and Cumulative Percent. 
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Fig. 4.85: Anderson-Darling Test of Probability Plot of the Family Problems in 
the Families of Parents with Disabled Children 


31. Sources Of Financial Support In The Parents With Disabled Children 


As revealed in Table 4.31, the highest percent of financial support of the Parents 
with disabled children came from spouses only (81%), followed by Govt. policies 
(10.5%), inheritance (5%), relatives (3%), others (2.75%), NGOs ( 2.5%), and 
neighbours (2.25%). This result indicates the miserable pictures of the Parents with 


disabled children with respect to their sources of financial support. 


The descriptive statistics of the data about the sources of financial support of the 
Parents with disabled children are shown in Table 4.31.1. The Mean and Median of 
the data are accounted for 61.14 and 12 respectively. The Standard Division (6 = 
1167.5) of the data is significantly higher indicating that the values are sufficiently 
spread over the Mean. Range and Inter Quartile Range (IQR) of the given data are 
315 and 32 respectively indicating that the data are suitable for conducting a 


random survey. Variance and Covariance of the distribution are also enough large 
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(0° = 13569 & COV = 190.52), indicating that the data is fairly fit for conducting the 
random survey. Sum of Squares and MSSD of the data are estimated as 107586 and 
16609.1 respectively. The Skewness of the distribution is 2.59 indicating that the 
data are skewed positively. On the other hand, the Kurtosis of the given data is 


estimated as 6.77. So it is definitely not an example of normal distribution. 


Table 4.31: Frequency and Percentage of the Sources of Financial Support in 


the Parents with Disabled Children 


2 Govt policies 


4 NGOs 


12 3 

42 10.5 

10 Do 
i 2 2.29 
11 25 
00 


Row Financial Support comes from Frequency Percentage 
1 
6 


Total n=400 1 


Table 4.31.1: Descriptive Statistics of the Sources of Financial Support in the 
Parents with Disabled Children (Percent Wise) 


Variable N Minimum Maximum Mu SEM Tr 
a { 324 61.14 44.0 PA) 
Sources of 
Financial 
M, o o cov QI Q3 
Support 
_ 116.5 13569 190.52 10.0 42.0 
Range IQR Sum of Sk Ku MSSD 
Squires 
315 32.0 107586.0 259 6.77 16609.1 
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The percentage of the each category of sources of financial support of the Parents 
with disabled children is displayed in Figure 4.86. The highest and lowest percent 
of sources of financial support of such Parents was identified as spouses income 


only and neighbours as shown in the above mentioned table. 


Fig. 4.86: Bar Chart of the Sources of Financial Support in the Parents with 
Disabled Children 


The descriptive statistics of the data with reference to sources of financial support 
can also be interpreted with the help of a Boxplot (See Figure 4.87). The Median 
value of the data is estimated as 12 at 95 % confidence interval showing by the 
vertical line drawn through the box. The Mean value is 61.14 indicating by a star 
mark on the right side of the Median line. No Outlier is present in outside of the 


box, so the distribution is not affected by the extreme values. 


The p-value (<0.005) of Anderson-Darling test (See Figure 4.88) is significantly 
lower than the statistical significance level (0.001 level of significance) indicating 
that the data representing sources of financial support are well fit for a random 
survey. The plot of the figure shows that the data are not perfectly normal as the 
data points on the probability do not form a straight line. The probability plot varies 


sufficiently based on the normality test. For Row 1, Cumulative Percent is 
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estimated as 42.1875, for Row 2 as 73.4375 , for Row 3 as 57.8125, for Row 4 as 
26.5625, for Row 5 as 89.0625 , and for Row 6 as 10.9375. 


Fig. 4.87: Boxplot of the Sources of Financial Support in the Parents with 
Disabled Children 
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Fig. 4.88: Anderson-Darling Test of Probability Plot of the Sources of 
Financial Support in the Parents with Disabled Children 


512 


32. Sources Of Professional Support Comes In The Families Of Parents With 
Disabled Children 


With reference to sources of professional support, almost 44 % of the respondents 
informed that their professional support came from medical doctors ( See Table 
4.32). Another important sources of Professional support in the Parents with 
disabled children came from physiotherapists (21.6%) and trained teachers in the 
schools (11.5%). Psychologists provided almost 8% of the professional support for 
the Parents with disabled children. Minor professional supports for the Parents with 
disabled children were identified as black magicians (5.25%), others (5.25%), 
religious gurus (3.25) etc. 


Table 4.32: Frequency and Percentage of the Sources of Professional Support 


Comes in the Families of Parents with Disabled Children 


Ged PLA 
Ste 


De iain A Ra 
He i 
A Se a DAL A 


The descriptive statistics of the data about the sources of professional support of 
the Parents with disabled children are shown in Table 4.32.1. The Mean and 
Median of the data are accounted for 57.1 and 32 respectively. The Standard 
Division (6 = 57.6) of the data is significantly higher indicating that the values are 
sufficiently spread over the Mean. Range and Inter Quartile Range (IQR) of the 
given data are 163 and 65 respectively indicating that the data are suitable for 


conducting a random survey. Variance and Covariance of the distribution are also 


a3 


enough large (0? = 3323.5 « cov = 100.89), indicating that the data are fairly fit for 
conducting the random survey. Sum of Squares and MSSD of the data are 
estimated as 107586 and 1041.3 respectively. The Skewness of the distribution is 
1.85 indicating that the data are skewed positively. On the other hand, the Kurtosis 
of the given data is estimated as 3.35. So it is definitely not an example of normal 


distribution. 


Table 4.32.1: Descriptive Statistics of the Sources of Professional Support in 


the Families of Parents with Disabled Children 


Sources of 


Professional 


Support 


A HG 
Range Sum of Sk Ku MSSD 
Squires 


The descriptive statistics of the data with reference to sources of professional 
support of the Parents with disabled children can also be interpreted with the help 
of a Boxplot (See Figure 4.89). The Median value of the data is estimated as 32 at 
95 % confidence interval showing by the vertical line drawn through the box. The 
Mean value is 57.1 indicating by a star mark on the right side of the Median line. 


No Outlier is present in outside of the box. 


The p-value (<0.005) of Anderson-Darling test (See Figure 4.90) is significantly 
lower than the statistical significance level ( at 1% level of significance) indicating 
that the data representing sources of financial support are well fit for a random 
survey. The plot of the figure shows that the data are not perfectly normal as the 


data points on the probability do not form a straight line. 
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Boxplot of Sources of Professional Support in the Families 


0 50 100 150 200 


Frequency 


Fig. 4.89: Boxplot of the Sources of Professional Support in the Families of 
Parents with Disabled Children 


Mean 57.14 
stDev 57.65 
N i i 
AD 0.743 
P-Value 0.028 


Fig. 4.90: Anderson-Darling Test of Probability Plot of the Sources of 


Professional Support in the Families of Parents with Disabled Children 


33: Problems Related To The Professional Support In The Parents With 
Disabled Children 


Bs) 


With respect to problems related to professional support in the Parents with 
disabled children, about 57.5% of the respondents informed that they were unable 
to maintain regular contact with the doctors due to distance and money. About 42.5 
% of the respondents informed that they were suffering from lack of information 
about the child’s condition. About 32.5% of the respondents informed that the 
doctors or nurses were not dedicated to their disabled children. About 27.5 % of the 
respondents demanded that they negligence on the part of the hospital at the time of 
delivery. About 13.5% of the respondents demanded that they got wrong advice 
about the disabled children’s condition. About 8% of the respondents informed that 
they had no such type of problems as mentioned in the table 4.33. 


Table 4.33: Frequency and Percentage of Problems related to the Professional 


Support in the Parents with Disabled Children 


Problems related to the Professional Support 
= Wrong advice about the Disabled Child’s condition oe 


(cca capac i of information about Disabled Child’s condition 


ed on the part of the Hospital at the time 
of delivery 


Unable to maintain regular contact with the Doctors 
eral 
The Doctors/Nurses were not dedicated to the 
oe 


No a ae at all 


re 


The descriptive statistics of the data about the problems related to the professional 


support of the Parents with disabled children are shown in Table 4.33.1. The Mean 
and Median of the data are accounted for 121 and 120 respectively. The Standard 
Division (6 = 73.3) of the data is significantly higher indicating that the values are 
sufficiently spread over the Mean. Range and Inter Quartile Range (IQR) of the 
given data are 198 and 136.5 respectively indicating that the data are suitable for 


conducting a random survey. Variance and Covariance of the distribution are also 
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enough large (0° = 5373.8 & COV = 60.61), indicating that the data are fairly fit for 
conducting the random survey. Sum of Squares and MSSD of the data are 
estimated as 11474 and 5106 respectively. The Skewness of the distribution is 0.31 
indicating that the data are skewed positively. On the other hand, the Kurtosis of 
the data is estimated as -0.69. 


Table 4.33.1:Descriptive Statistics of the Problems related to the Professional 
Support in the Parents with Disabled Children 


Problems OO 


related to the 


Professions 


Ea Ea A 

Range Sum of Sk Ku MSSD 
Squires 

198.0 136.5 114740.0 eed eee 5106.0 


As illustrated in the Boxplot (See Figure 4.91) the Median value of the given data 
that represents the problems related to professional support of the Parents with 
disabled children is estimated as 120 at 95 % confidence interval showing by the 
vertical line drawn through the box. The Mean value is 121 indicating by a star 
mark on the right side of the Median line. No Outlier is present in outside of the 
box, so the distribution is not affected by the extreme values. The minimum value 
(32) is the far left hand side of the plot, at the top of the left Whisker. The 
maximum value is the right hand side of the plot, at approximately 230. The main 
part of the plot shows where the middle portion of the data falls represents the IQR 
(136.5). The Q1 and Q3 values of the concerned data are placed at the far left and 
right hand edge of the box, estimated as 48.5 and 185 respectively. 
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Boxplot of Problems Related to the Professional Support 
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Fig. 4.91: Boxplot of the Problems related to the Professional Support in the 
Parents with Disabled Children 


The p-value (<0.894) of Anderson-Darling test (See Figure 4.92) is significantly 
higher than the statistical significance level (at 5% level of significance) indicating 
that the data representing sources of financial support are not well fit for a random 
survey. The plot of the figure shows that the data are not perfectly normal as the 
data points on the probability do not form a straight line. The AD test of the data 


representing problems related to professional support is estimated as 0.163. 
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Fig. 4.92: Anderson-Darling Test of Probability Plot of the of the Problems 
related to the Professional Support in the Parents with Disabled Children 
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34. Lack Of Information Of The Parents With Disabled Children 


As revealed in Table 4.34, about 67 % of the respondents lacked knowledge about 
the procedure of maintaining a disabled children in the family. Almost 30.5 % the 
respondents informed that they had faced availability of new services in their 
locality. Another 18% of the respondents demanded that they had lacked sufficient 
information about the Govt. benefits for their disabled children. About 14.5 % of 
the respondents lacked knowledge about the availability of equipments for their 
disabled children. 


Table 4.34: Frequency and Percentage of the Lack of Information of the 
Parents with Disabled Children 


Row Lack of Information in the Frequency Percentage (%) 
Parents 


1 i 


eee i of equipments 


aide el how to maintain 
a Disabled Child 
a A 


With respect to the data representing the lack of information of the Parents with 
disabled children, Table 4.34.1 shows that the Mean (128) of the discrete 
distribution are fallen into the fourth rows. The Standard Division (6 = 97.3) of the 


data is significantly higher indicating that the values are sufficiently spread over 
the Mean. Range and Inter Quartile Range (IQR) of the given data are 213 and 169 
respectively indicating that the data are suitable for conducting a random survey. 
Variance and Covariance of the distribution are also enough large (67 = 9458.9 ¢ COV = 
75.83), indicating that the data is fairly fit for conducting the random survey. Sum 
of Squares and MSSD of the data are estimated as 94169 and 7850 respectively. 
The Skewness of the distribution is 1.68 indicating that the data are skewed 
positively. On the other hand, the Kurtosis of the data is estimated as 2.83. 
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Table 4.34.1: Descriptive Statistics of the Lack of Information of the Parents 
with Disabled Children 


an 
Lack of 


Information 


in the 


Bee Baa eee eee 


Range Sum of Sk Ku MSSD 
Squires 
213.0 169.0 94169 7850.0 


As illustrated in the Boxplot (See Figure 4.93) the Median value of the given data 
that represents the lack of information of the Parents with disabled children is 
estimated as 93 at 95 % confidence interval showing by the vertical line drawn 
through the box. The Mean value is 128 indicating by a star mark on the right side 
of the Median line. No Outlier is present in outside of the box, so the distribution is 
not affected by the extreme values. The minimum value (57) is the far left hand 
side of the plot, at the top of the left Whisker. The maximum value is the right hand 
side of the plot, at approximately 270. The main part of the plot shows where the 
middle portion of the data falls represents the IQR (169). The Q1 and Q3 values of 
the concerned data are placed at the far left and right hand edge of the box, 
estimated as 61.3 and 230.5 respectively. 


The p-value (<0.125) of Anderson-Darling test (See Figure 4.94) is significantly 
higher than the statistical significance level (at 5% level of significance) indicating 
that the data representing lack of information are not well fit for a normal 
distribution. The plot of the figure shows that the data are not perfectly normal as 
the data points on the probability do not form a straight line. The AD test of the 


data representing lack of information is estimated as 0.443. 
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Boxplot of Lack of Information in the Parents with Disabled Children 


Frequency 


Boxplot of the Lack of Information in the Parents with Disabled 


Fig. 4.93 


Children 


4 
0.443 


1283 
97.26 
P-Value 0.125 
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Anderson-Darling Test of Probability Plot of the Lack of 


Fig. 4.94 


Information in the Parents with Disabled Children 
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4.35: Lack Of Facilities Facing By The Parents With Disabled Children 


As revealed in Table 4.35, about 30.75 % of the Parents with disabled children 
lacked qualified doctors and medicines for their treatment of the disabled children. 
About 13.5 % of the Parents with disabled children faced problems regarding 
transport. About 10.5 % of the Parents with disabled children faced problems 
related to good hospitals. Almost 77.5 % of the Parents with disabled children 
informed that they could not manage proper healthy diet for their disabled children 
as recommended by the doctors. About 13.5% of the Parents with disabled children 
demanded residential hostels for their disabled children. About 30% of the Parents 
with disabled children demanded that they had faced difficulties in admitting the 
children in the special schools. Only 9.75% of the Parents informed that they did 


not feel any problem as mentioned below. 


4.35: Frequency and Percentage of the Lack of Facilities Facing by the Parents 


with Disabled Children 


Row Lack of Facilities Frequency Percentage 
fe ee eee 


Residential hostels for the Special Child 13.5 
Difficulties in admitting the Disabled Child 120 30 
in the school 


All facilities are available 39 9.75 


Table 4.35.1 shows the descriptive statistics of the data representing lack of 
facilities in the Parents with disabled children. The Mean and Median of the 


10.5 
7 


discrete distribution are estimated as 106 and 54. The Standard Division (6 = 96.7) 
of the data is significantly higher indicating that the values are sufficiently spread 
over the Mean. Range and Inter Quartile Range (IQR) of the given data are 271 and 
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81 respectively indicating that the data are suitable for conducting a random survey. 
Variance and Covariance of the distribution are also enough large (07 - 9349 @ Cov = 
91.22), indicating that the data are fairly fit for conducting the random survey. Sum 
of Squares and MSSD of the data are estimated as 134746 and 12765.2 
respectively. The Skewness of the distribution is 1.98 indicating that the data are 
skewed positively. On the other hand, the Kurtosis of the data is estimated as 4.12. 


Table 4.35.1: Descriptive Statistics of the Lack of Facilities facing by the 
Parents with Disabled Children 


Lack of 


Facilities 


A 


Range Sum of Sk Ku MSSD 
Squires 


As illustrated in the Boxplot (See Figure 4.95) the Median value of the given data 


that represents the lack of facilities of the Parents with disabled children is 
estimated as 54 at 95 % confidence interval showing by the vertical line drawn 
through the box. The Mean value is 106 indicating by a star mark on the right side 
of the Median line. No Outlier is present in outside of the box, so the distribution is 
not affected by the extreme values. The minimum value (39) is the far left hand 
side of the plot, at the top of the left Whisker. The maximum value is the right hand 
side of the plot, at approximately 310. The main part of the plot shows where the 
middle portion of the data falls representing the IQR (81). 


The p-value (<0.014) of Anderson-Darling test (See Figure 4.96) is significantly 
lower than the statistical significance level ( at 0.05 level of significance) indicating 


that the data representing lack of facilities in the Parents with disabled children are 
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well fit for a random survey. The plot of the figure shows that the data are not 
perfectly normal as the data points on the probability do not form a straight line. 


The AD test of the data representing lack of information is estimated as 0.850. 


Boxplot of Lack of Facilities Facing by the Parents 
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Fig .4.95: Boxplot of the Lack of Facilities facing by the Parents with Disabled 
Children 


Mean 106 
StDev 96.69 
N 7 
AD 0.850 
P-Value 0.014 


Fig. 4.96: Anderson-Darling Test of Probability Plot of the Lack of Facilities 
facing by the Parents with Disabled Children 


524 


Section-II: Profile Of The Differently Abled Children 
36. Types Of Differently Abled Children 


Referring to Table No. 4.36 it was evident that the highest number of disabled 
children were belonged to Children with Hearing Impaired (41.5%), followed by 
Children with Visual Impaired (23%), Children with Intellectual Disability (18%), 
Children with Autism (17.5%). 


Table 4.36: Frequency and Percentage of the Types of Differently Abled 
Children 


Table 4.36.1 highlights the descriptive characteristics of the selected Children with 


disabilities before conducting the actual study. The Minimum and Maximum values 
of the types of children with disabilities are 35 and 83, indicating the lowest and 
highest point of the vertex. Mean and Standard Error of Mean of the types of 
disabled children are 50.0 and 11.3. The low Standard Deviation (o = 22.6) of the 
types of children with disabilities indicates that the data points tend to be close to 
the mean of the set. The Median of the types of Parents with disabled children are 
41.0, indicating much skewed by extremely large or small values. The Coefficient 
of Variation (CV) of the types of children with disabilities are 45.11 exhibiting the 
extent of variability in relation to the mean of the population. The Quartile 
Deviation! and Quartile Deviation 3 of the types of Parents with disabled children 
are 35.3 and 73.8 respectively, indicating an idea about the central 50% of the 
sample data lies. Inter Quartile Range or H-spread shows middle 50% of the 


Parents with disabled children. Here IQR of the Parents with disabled children is 
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38.5, indicating equal to the difference between 75" and 25th percentile, or 
between upper and lower quartiles. As the skewness of the types of the Parents 


with is greater than 1 , the data are highly skewed. 


Table 4.36.1: Descriptive Statistics of the Types of Disabled Children 
i 


Children 


ae 
a ee eee 


Range Sum of Sk Ku MSSD 
Squires 


The Figure 4.97 displays the Boxplot of the data representing the types of 


differently abled children. For each group, Minitab plots vertical boxes 
representing approximately 50% of the observations, lines (called "whiskers") 
extending from the box that roughly represent the upper and lower 25% of the 
distribution, and asterisks beyond the whiskers representing outliers. The Median 
of the data is shown by the vertical line drawn through the box. As the distribution 
is skewed the Median does not fall in the middle of the IQR box, and right side 
whisker is noticeably longer than the left side Whisker. 


Referring to Figure No. 4.98, we can interpret that the p-value (<0.084) of 
Anderson-Darling test is significantly lower than the statistical significance level ( 
at 5 % level of significance) indicating that the data representing types of disabled 


children are well fit for a random survey. 
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Boxplot of Types of Differently Abled Children 
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Fig. 4.97: Boxplot of Types of Differently Abled Children 


Mean 50 
StDev 22.55 
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AD 0.498 
P-Value 0.084 
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Fig. 4.98 : Anderson-Darling Test of Probability Plot of Types of Differently 
Able Children 


37. Gender Of The Differently Abled Children 
Referring to Table 4.37, we can interpret the frequency and percentage of the 
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gender of the disabled children. It was evident that 60% of the disabled children 
(n=120) belonged to Male gender and another 40% of the disabled children (n=80) 
belonged to Female gender. This gender discrimination exhibits that Parents were 
not showed too much enthusiasm towards the education of their Female children 
with disabilities. It reflected the negative attitude of the Indian people, which 
prevented them to consider that education is a vital issue for both male and female 


disabled children. 


Table 4.37: Frequency and Percentage of Gender of the Disabled Children 


Gender of the Disabled Children 


a eee 
a eee 


38. Age Of The Disabled Children 


Referring to Table 4.38 it was evident that the highest number of age group of the 
disabled children selected for studying the coping mechanism of their Parents was 
the age group of 11-13 years (n=82, 41 %), followed by Children with age group 
(8-10 years , n=58, 29%), Children with 17years and above (n=34 , 17%), Children 
with 14-16 years (n=26, 13.0 %). 


Table 4.38: Frequency and Percentage of the Age of the Disabled Children 


hia Present Age of the Disabled Children ine ae 
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Table 4.38.1 shows the descriptive characteristics of the present age of the selected 
Children with disabilities before conducting the actual study. Mean and SD of the 
present age of the disabled children are 50.0 and 25.3. The Coefficient of Variation 
(CV) for different age groups of children with disabilities are 50.60 indicating the 
extent of variability in relation to the mean of the population. The Minimum and 
Maximum values of different age groups of the children with disabilities were 26 
and 82, indicating the lowest and highest point of the vertex. The Q1 and Q3 of 
different age groups of the disabled children were 28.0 and 76.0 respectively, 
indicating an idea about the central 50% of the sample data lies. The Median of 
different age groups of the disabled children were 46.0, indicating much skewed by 
extremely large values. Inter Quartile Range or H-spread shows middle 50% of the 
children with disabilities. Here IQR of the Parents with disabled children is 48.0, 
indicating equal to the difference between 75" and 25th percentile, or between 
upper and lower quartiles. As the skewness (0.63) of different age groups of 
children with disabilities is lower than 1 , the data are highly skewed. The Kurtosis 


(-1.70) is lower than zero. 


Table 4. 38.1: Descriptive Statistics of the Age of the Disabled Children 


Age of the OO 


Disabled 
Children 


a 
Range Sum of Sk Ku MSSD 
Squires 


The following Figure (4.99) shows the descriptive statistics of the Children with 
disabilities with respect to their age groups. The horizontal line goes through the 


box estimates 95 % Internal Confidence Interval for Median (46). The right 


329 


Whisker represents the data value as 82 and left Whiskers represents the data value 


as 26 respectively. 


Boxplot of the Age of the Disabled Children 
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Fig.4.99: Box Plot of the Age Groups of the Children with Disabilities 


The Figure 4.100 represents the graphical presentation of the result of Anderson- 
Darling test of the probability plot of the age of the Children with disabilities based 
on the Mean and SD values of the data. The data points follow the fitted 
distribution line closely except the row 3. The given theoretical distribution is 
example of a good fit, the points fall closely along the straight line except the row 
2. The data is asymmetrical as all percent values do not follow the fitted 
distribution. The p-value (0.553) of the AD test is higher than the statistical 
significant level ( at 5% level ) indicating difficulties for conducting a random 


survey. 
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Mean 50 
StDev 25.30 
N 4 
AD 0.234 
P-Value 0.553 
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Fig. 4.100: AD Test of Probability Plot of the Age of the Parents with Disabled 
Children 


39. Time When Disability Diagnosed 


Referring to Table 4.39, the frequency and percentage of time when disabilities 
were diagnosed in the children could be identified. About 30% of the Children 
(n=60) were diagnosed as differently abled children after 36 month, followed by 
13-36 month age group( n=40, 20%). Children with age groups before 6 month, 
and 6 tol2 month falls into 17.50 percent of the cases respectively. 


Table 4.39: Frequency and Percentage of the Time When Disability Diagnosed 


Time when Disability Diagnosed | Frequency (n=400) | Percent (%) 
net tin Fi 
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Table 4.39.1 clearly exhibits the descriptive statistics of the time when disabilities 
were diagnosed in the children. Firstly, Cumulative Percentage for different age 
group of the disabled children is 100 indicating the percentage of the cumulative 
frequency within each intervals. Second, Mean and SD for the time when 
disabilities were diagnosed in children are 40 and 11.73 respectively. Thirdly, the 
minimum and maximum values of diagnosing the time of their disabilities are 30 
and 60 indicating the lowest and highest point of the vertex. Fourthly, The 
Coefficient of Variation (CV) for different age groups of children with disabilities 
are 29.32 indicating the extent of variability in relation to the mean of the 
population. Fifthly, The Q1 and Q3 of time when disability were diagnosed in the 
children are 32.50 and 50.0 respectively, indicating an idea about the central 50% 
of the sample data lies. Sixthly, The Median of different age groups of the disabled 
children were 35.00 indicating much skewed by extremely large values. Seventhly, 
IQR of the time when disabilities were diagnosed in the children is 17.50, 
indicating the difference between upper and lower quartiles. Eighthly, skewness ( 
1.74 ) of time when disabilities were diagnosed in the children is higher than | , so 
the tail is on the right side of the distribution. Finally, the Kurtosis (3.32) is higher 


than zero. 


Table 4.39.1: Descriptive Statistics of the Time When Disability Diagnosed 


100 40.00 73 29.32 30.00 32.50 


Disability 


The Figure 4.101 displays the Boxplot of the data representing the time when 


disability diagnosed in the family. The Median (35) of the data is shown by the 
vertical line drawn through the box. As the distribution is skewed the Median does 
not fall in the middle of the IQR box, and right side Whisker is noticeably longer 
than the left side Whisker. 
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The p-value (<0.080) of Anderson-Darling test (See Figure 4.102) is slightly higher 
than the statistical significance level ( at 0.05 level of significance) indicating that 
the data representing types of disabled children are not well fit for a random survey. 
For Row 1, Cumulative Percent is estimated as 12.963, for Row 2 as 31.4815, for 
Row 3 as 50, for Row 4 as 68.5185, and for Row 5 as 87.037. 
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Fig. 4.101: Box Plot of Time When Disability Diagnosed 
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Fig. 4.102: AD Test of Probability Plot of Time When Disability Diagnosed 
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40. Number Disabled Children In The Family 


Referring to Table No. 4.40, we can reveal the frequency and percentage of the 
number of Disabled Children in the family. About 83% of the Parents informed that 
they had only one disabled Children (n=166) in the family, followed by two 
disabled children (15%) and more than two disabled children in the family (2%). 


Table 4.40: Frequency and Percentage of the Number Disabled Children in the 
Family 


Row No. of Disabled Children in the Family Frequency Percentage 


1 One 166 83 
2 Two 30 15 


3 More than two 4 


2 
Total n=200 100 


Table 4.40.1 clearly exhibits the descriptive statistics of the number of disabled 
children in the family. Firstly, Cumulative Percentage of the data is 100 indicating 
the percentage of the cumulative frequency within each intervals. Second, Mean 
and SD for the time when disabilities were diagnosed in children are 66.70 and 
87.0. Thirdly, the minimum and maximum values of the data are 4 and 166, 
indicating the lowest and highest point of the vertex. Fourthly, The Coefficient of 
Variation (CV) for number of disabled children in the families are 130.50 
indicating the extent of variability in relation to the mean of the population. Fifthly, 
the Q1 and Q3 of the data are 4 and 166 respectively, indicating an idea about the 
central 50% of the sample data lies. Sixthly, the Median of the data are 35.00, 
indicating much skewed by extremely large values. Seventhly, IQR of the data is 
17.50, indicating the difference between upper and lower quartiles. Eighthly, 
skewness (1.56) of the data is greater than 1, so the data is skewed positively. 
Finally, the Kurtosis (3.32) of the distribution based on the frequency is higher than 


zero supporting this assumption. 
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Table 4.40.1: Descriptive Statistics of the Number of Disabled Children in the 


Family 


Mcallen al 
tnt |e eep meee pe 


Disabled 


cae [|S Pe SP 


These descriptive statistics are graphically displayed by using a Boxplot (See 
Figure 4.103). The vertical line that goes through the box shows the Median of the 
data (30). Figure 4.104 also shows the result of AD test. The p-value of AD test 


(0.192) with reference to number of disabled children in the families of the Parents 
with disabled children is estimated higher than the statistically significant level ( at 
5%). 


Fig. 1.103: Box Plot of the Number Disabled Children in the Family 
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41. Birth Order Of The Disabled Children 
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Fig. 4.104: AD Test of Probability Plot of the Number of Disabled Children in 
Table 4.41 shows frequency and percentage of the data representing the birth order 


of disabled children. The highest number of birth order of the children with 
Table 4.41: Frequency and Percentage of the Birth Order of the Disabled 


Children 


number of birth order of the children with disabilities fall into two as well as more 


disability was identified as one (30%), followed by three (25%). The lowest 
than three (22.5%). 
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Table 4.41.1 highlights the descriptive statistics of the birth order of the selected 
Children with disabilities before conducting the actual study. Firstly, Range of the 
discrete data is 15 only. Second, Mean and SD of birth order of the disabled 
children are 50 and 7.07. Thirdly, The Coefficient of Variation (CV) for the birth 
order of the children with disabilities is 14.14 exhibiting the extent of variability in 
relation to the mean of the population. Fourthly, the minimum and maximum 
values for the birth order of children with disabilities are 45 and 60 indicating the 
lowest and highest point of the vertex. Fifthly, the Quartile Deviation! and Quartile 
Deviation 3 of the birth order of the children with disabilities are 45 and 57.50 
respectively indicating an idea about the central 50% of the sample data lies. 
Sixthly, the Median of the birth order of children with disabilities is 47 indicating 
much skewed by extremely large values. Seventhly, IQR of the children with 
disabilities is 12.50 indicating equal to the difference between 75" and 25th 
percentile, or between upper and lower quartiles. Eightly, the Skewness (1.41) of 
the birth order of the children with disabilities is greater than 1, and Kurtosis value 


is estimated as 1.50. 


Table 4.41.1: Descriptive Statistics of the Birth Order of the Disabled Children 


the 


Figure 4.105 displays a Bar Chart based on percentage of the data that represents 


the birth order of the children with disabilities. As shown in the following figure, 
the highest and lowest percent of the birth order of the children with disabilities are 
identified as one (30%) and more than two as well as more than three (22.5%). The 
‘x’ axis of the bar represents the categories of the birth order of the disabled 
children, vis-a-vis, the ‘y’ axis of the bar represents the percentage of the frequency 


of the data. 
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Fig. 4.105: Bar Chart of the Birth Order of Disabled Children 


Figure 4.106 represents the result of Anderson-Darling test of the data representing 
the birth order of the children with disabilities the study undertaken. The p-value 
(<0.155) of Anderson-Darling test is significantly higher than the statistical 
significance level (at 5% level of significance) indicating that the data representing 
birth order of the disabled children in the family are not sufficiently well fit for a 
random survey. The plot of the figure shows that the data are not perfectly normal 
as the data points on the probability do not form a straight line. The probability plot 
varies sufficiently based on the normality test. The 87 percentile of the data is 
estimated as 57.96. The AD test value is also significantly higher than the statistical 


significance level at 5% . 
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Mean 50 
StDev 7.071 
N 4 
AD 0.416 
P-Value 0.155 
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Fig. 4.106: AD Test of the Birth Order of the Disabled Children 
42. Educational Level Of The Disabled Children 


Table 4.42 reveals the frequency and percentage of the educational level of the 
disabled children the present study under taken. About 60% of the children with 
disabilities were studying in class VII-VII, followed by class IX-X (33%), and 
lastly class V-VI (7%). 


Table 4.42: Frequency and Percentage of the Educational Level of the 
Disabled Children 


Educational Level of the Disabled Child 


Referring to Table No. 4.42.1, we can interpret the following assumption with 
respect to the data representing educational level of the Differently Abled Children 
in the sampling area. Firstly, SE Mean and SD of the educational level of the 
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disabled children are 36.6 and 53.0. The high Standard Deviation of the educational 
level of the children with disabilities indicates that the data points are spread out 
over a wider range of values i.e the average variation around the mean is large. 
Second, the Coefficient of Variation (CV) of the educational level of the children 
with disabilities is 79.5, exhibiting the extent of variability in relation to the mean 
of the population. Thirdly, the minimum and maximum values for the birth order of 
children with disabilities are 14.0 and 120.0, indicating the lowest and highest 
point of the vertex. Fourthy, the Q1 and Q3 of the educational level of the children 
with disabilities are 4.0 and 166.0 respectively, indicating an idea about the central 
50% of the sample data lies. Fifthly, the Median of the education level of the 
children with disabilities is 60.0, indicating much skewed by extremely large 
values. Sixthly, IQR of the children with disabilities is 106.0. IQR indicates ‘equal 
to the difference between 75" and 25th percentile, or between upper and lower 
quartiles. Seventhly, the skewness (0.06) of the education level of the children with 


disabilities falls between 0.5 and 1, hence the distribution is moderately skewed. 


Table 4.42.1: Descriptive Statistics of the Educational Level of the Disabled 
Children 


Disabled 


Figure 4.107 displays a Boxplot of the data representing the educational level of 


the children with disabilities from the sampling area. The Median of the data is 66 
indicating by the vertical line drawn through the boxplot. The Whiskers are not 
visible properly. The far left hand represents the minimum value (14), vis-a-vis, the 


far right hand represents the maximum value (120) of the data. 
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Fig. 4.107: Boxplot of the Educational Level of the Disabled Children 


Figure 4.108 represents the result of Anderson-Darling test of the data representing 
the educational level of the children with disabilities the study undertaken. The p- 
value (<0.630) of Anderson-Darling test is significantly higher than the statistical 
significance level ( at 5% level of significance) indicating that the data representing 
educational level of the disabled children in the family are not sufficiently well fit 
for a normal distribution. The AD value of the data is estimated as 0.190 at 5% 
level of significance. The plot of the figure shows that the data are not perfectly 
normal as the data points on the probability do not form a straight line. For Row 1, 
Cumulative percent is estimated as 205882, for Row 2 as 79.4118 , and for Row 3 


as 50 respectively. 
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Mean 66.67 
StDev 53.00 
N 3 
AD 0.190 
P-Value 0.630 
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Fig 4.108: AD Test of Probability Plot of the Educational Level of the Disabled 
Children 


43. Additional Handicap Of The Disabled Children 


As expressed in Table 4.43, almost 70% of the children with disabilities did not 
have any additional handicap. About 16 % of the children with disabilities faced 
additional handicap, vis-a-vis, almost 14% of the children with disabilities faced 
additional handicap sometimes. This picture of additional handicap in the children 
with disabilities may help us to understand the stress level of the Parents with 


disabled children. 


Table 4.43: Additional Handicap of the Disabled Children 


sae 
I ll 
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Table 4.43.1 shows Cumulative Percentage of the additional handicap of the 
disabled children in the family as 100, indicating the percentage of the cumulative 
frequency within each intervals. SE Mean and SD of the additional handicap of the 
disabled children are 36.7 and 63.5. The high Standard Deviation of the additional 
handicap of the children with disabilities indicates that the data points are spread 
out over a wider range of values i.e the average variation around the mean is large. 
The Coefficient of Variation (CV) of the additional handicap of the children with 
disabilities is 95.31, exhibiting the extent of variability in relation to the mean of 
the population. The minimum and maximum values for additional handicap of the 
children with disabilities are 28.0 and 140.0, indicating the lowest and highest 
point of the vertex. The Q1 and Q3 of the additional handicap of the children with 
disabilities are 28.0 and 140.0 respectively, indicating an idea about the central 
50% of the sample data lies. The Median of the additional handicap of the children 
with disabilities is 32.0, indicating much skewed by extremely large values. IQR of 
the additional handicap of the children with disabilities is 112.0. IQR indicates 
‘equal to the difference between 75" and 25th percentile, or between upper and 
lower quartiles.” The skewness of the additional handicap of the children with 
disabilities is 1.72, so the distribution is highly skewed. The Kurtosis of the 


additional handicap of the children with disabilities is zero. 


Table 4.43.1: Descriptive Statistics of the Additional Handicap of the Disabled 
Children 


Additional 


Handicap 


of the Median Q3 Maximum Mode Skewness | Kurt 
Disabled osis 
Children 32.0 140. 140.0 112. = 1.72 * 
00 0 


These descriptive statistics with reference to the additional handicap of the children 


with disabilities is expressed with the help of a Boxplot in Figure 4.109. The 
Median (32) of the data is shown by the vertical line drawn through the box. As the 
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distribution are skewed (Sk= 1.72) the Median does not fall in the middle of the 
IQR box. The minimum vale (28) of the data is shown at the far left hand of the 


plot, vis-a-vis, the far right hand indicates the maximum value (140) of the data. 


Boxplot of Additional Handicap of the Disabled Children 


20 40 60 80 100 120 140 
Frequency 


Fig. 4.109: Boxplot of the Additional Handicap of the Disabled Children 


The p-value (<0.076) of Anderson-Darling test (See Figure 4.110) is statistically 
significant at 5% level indicating that the data representing additional handicap of 
disabled children are well fit for a random survey. The AD value is estimated as 
0.454 at 5% level of significance. For Row 1, the Cumulative Percent is estimated 
as 50, for Row 2 as 79.41 and for Row 3 as 20.58. This result was found on the 
basis of the Mean, SD and Cumulative Percent of the data representing additional 


handicap of the children with disabilities the study undertaken. 
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Mean 66.67 
StDev 6354 
N 3 
AD 0.454 
P-Value 0.076 
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Fig. 4.110: Anderson-Darling Test of Probability Plot of the Additional 
Handicap of the Disabled Children 


44. Disabled Child With Whom He / She Lives 


Table 4.44 shows the frequency and percentage of the Disabled Children with 
whom he/she lived. About 54.5 percent of the children with disabilities lived with 
their parents. 34 percent of the Children with disabilities stayed in school hostels. 6 
percent of the children with disabilities lived with their siblings, 3.5 percent with 


relatives and another two percent with hospital. 


Table 4.44: Frequency and Percentage of the Disabled Child with Whom 
He/She Lives 


Disabled Child living with Frequency(n=200) 


ee 
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As revealed in Table 4.44.1, Sum of Squares or Variation of the differently abled 
children with whom he/she lives is 16714, indicating the amount of variability in 
the data. The Sum of Squares measures how far individual measurements are from 
the mean of the data. The Mean, SE Mean and Standard Deviation of the disabled 
children with whom he/she lived are 40.0 , 20.9 and 46.7 respectively. The high 
Standard Deviation of the children with disabilities with whom he/she lived 
indicates that the data points are spread out over a wider range of values i.e the 
average variation around the mean is large. The Coefficient of Variation (CV) of 
the children with disabilities with whom he/she lived is 116.69, exhibiting the 
extent of variability in relation to the mean of the population. The minimum and 
maximum values of the children with disabilities with whom he/she lived are 4.0 
and 109.0, indicating the lowest and highest point of the vertex. The Q1 and Q3 of 
the children with disabilities with whom he/she lived are 5.5 and 88.5 respectively, 
indicating an idea about the central 50% of the sample data lies. The Median of the 
children with disabilities with whom he/she lived is 32.0, indicating much skewed 
by extremely large values. IQR of the children with disabilities with whom he/she 
lived is 83.0. IQR indicates ‘equal to the difference between 75" and 25th 
percentile, or between upper and lower quartiles.” The skewness of the children 
with disabilities with whom he/she lived is 1.01, so the distribution is highly 
skewed. The Kurtosis of the data represents children with disabilities with whom 


he/she lived is -0.95. 


Table 4.44.1: Descriptive Statistics of the Disabled Children with Whom He / 
She Lives 


Variable Sum of Mean SE Mean SD cov Minimu Q1 
squares m 


Children 
| | | 


er fee 
Whom He 12.0 88.5 109.0 83.0 . 
/She lives 
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As shown in Figure 4.111, there are no outlier on the plot. For 95% confidence 
level the Median value of the given data is estimated as 12, indicated by the 
vertical line drawn through the box. In the box, the vertical line is situated in the 
left side from the centre indicating the data is skewed positively. The Mean value 
(40) is placed on the right side of the Median on the plot. The First Quartile of (Q1) 
the given distribution is 5.5 represented by the far left hand side of the box. On the 
other hand, the Third Quartile (Q3) of the given distribution is represented by the 
far right hand edge of the box, at about 88.5 in this plot. The Inter Quartile Range 
(IQR) of the given distribution is 83 represented by the box portion of the above 
figure. Mean and Median symbols are placed on the Confidence Interval Box 
(centre). As data are skewed positively (Sk = 1.01 ) the Median falls in the left side 
of the IQR box. The data is asymmetric as skewness is present in the plot and 
Median line falls into the left portion of the plot. 


Boxplot of of the Disabled Children with Whom He/She Lives 


0 20 40 60 80 100 120 
Frequency 


Fig. 4.111: Boxplot of the Disabled Children with Whom He/She Lives 


As illustrated in the following Probability plot (See Figure 4.112), the p-value for 
the Anderson-Darling test ( p = 0. 112) with respect to the disabled children with 
whom she/he is lived is higher than the statistical significance level ( at 5% level of 
significance), hence it can be concluded that the data do not follow the specified 


distribution fairly. The AD test value for the concerned data is 0.493. The plot of 
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the data shows that all points do not reasonably fall close to the reference line, 
indicating that the data does not follow a normal distribution. For Row 1, 
Cumulative Percent is estimated as 87.037, for Row 2 as 50, for Row 3 as 31.4815, 
for Row 4 as 68.5165, for Row 5 as 12.96. As mentioned earlier this AD test result 
was estimated in Minitab-17 on the basis of the Mean, SD and Cumulative Percent 


of the given data. 


Mean 40 
StDev 46.67 
N 5 
AD 0.493 
P-Value 0.112 


Fig. 4.112: AD Test of Probability Plot of the Disabled Children with Whom 
He/She Lives 


4.3: Analysis And Interpretation Of Objective No. 2 (To Understand The 
Stress Level Of The Parents With Disabled Children) 


To understand the stress level of the Parents with Disabled Children, the 
Researcher used descriptive statistics ic. Mean, SD and Percent scores. The 
descriptive statistics may enable the Researcher to measure the stress level of the 
Parents with disabled children more accurately. Parental stress scores are 


represented under the four sub-scales of the Parenting Stress in Parents with 
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disabled children: Child-related stress scale, Parent-related stress scale, Family 


Functioning Scale, and lastly Social-support scale. 


Referring to Table 4.45, Demandingness ( PMS = 56.50 +23.34 ) is identified as 
the highest type of Child-Related Stress among the Parents with Disabled Children, 
followed by Adaptability (PMS=47.22+12.27), Acceptability (PMS=42.86+21.80), 
Distractibility (PMS= 32.12), Reinforces Parents (PMS=26.80+22.38) and Mood ( 
PMS=24.00+12.27). 


In this study, Mean scores determine the average responses of the Parents having 
children with disabilities with reference to their stress level. On the other hand, 
converting Mean scores to percentages indicates the average percentage of the 
score relative to the total score. The Mean and SD values of different parameters of 
the Child-Related Stress Scale are the following: 1.Demandingness (32.00+11.90) 
2.Acceptability (16.1545.21) 3.Adaptability (20.3045.70) 4.Distractibility 
(14.6045.60) 5.Reinforces Parents (13.80+4.58) and 6.Mood (12.56+6.80). Thus 
the highest Mean value goes to Demandingness of the Child-Related Stress scale. 


It is interesting that most of the Parents with disabled children supported the views 
that they did not reinforce negative behaviour with their child. Socio-cultural 
change may be one of the major factors for accepting this type of views. Another 
reason may be that most of the Parents with disabled children accepted Permissive 


Parenting Strategy in rearing their disabled children. 


The total percent score of the Child-Related Stress of the Parents with Disabled 
Children is high (48.70) but not more than the Parent-related Stress (See Table 
4.45- 4.46). The large value of SD (19.70) of the percent scores of the Child- 


Related Stress indicates that responses are more spread out over the Mean. 


Table 4.45: Mean, SD and Percent Score of the Child-Related Sub—Scale of 


Parental Stress among the Parents with Disabled Children 


Child-related Stress Percent Score 


1.Acceptability 


2.Adaptability 


3.Demandingness 
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4.Distractibility 14.60+ 5.60 32.12423.34 
5.Mood 12.56+ 6.80 24 .00+12.27 
6.Reinforces Parents 13.804 4.58 26.80+22.38 


Total Sample 21.06 + 6.79 40.48+ 19.70 


Figure 4.113 displays the Child-Related Stress score of the Parents with Disabled 
Children based on the PMS. Each Bar represents the percent scores of each 


parameter of the concerned categorical variables. 


CHILD 
[ Acceptability 
Hj Adaptability 
[_] Demandingness 
Bj Distractibility 
Mood 
Reinforces Parents 


Fig. 4.113: Bar Chart of Child-Related Stress in the Parents with Disabled 
Children 


As illustrated in Table No. 4.46, the highest stress observed in Parent-related stress 
scale is Restrict Role (percent score=56.35) of the Parents with Disabled Children, 
followed by Attachment (percent score =50.20), Relation with the Spouse (percent 
score = 48.50), Parent Health (percent score = 44.90), and Social Isolation (percent 
score =42.56), Depression (percent score=38.29), and Sense of Competence 


(34.20). 
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From this table it was also evident that Parent-related stress ( total percent score = 
46.00) of the Parents with Disabled Children is higher than their Child-related 
Stress ( total percent score = 40.48). The SD values of the Child-related stress sub- 
scale is slightly higher than the Parent-related stress sub-scale, which signifies that 


data points are spread out over a wider range of values. 
Table 4.46: Mean, SD and Percent Score of Parent-Related Sub—Scale of 


Parental Stress Among the Parents With Disabled Children 


Parent-related Stress Mean +SD Percent Score 


1.Attachment 


2.Sense of Competence 


3.Depression 


4.Parent Health 


5.Social Isolation 


6.Restrict Role 


7.Relation with the Spouse 


Total Sample 24.6445.16 46.00+18.44 


The descriptive statistics with respect to the Parent-related stress in the Parents 
with disabled children can further be illustrated with the help of a Bar Chart as 
shown in Figure 4.114. Minitab considers the Parent-related stress as the 
categorical variable and percent score of Mean of each parameter of the Parent- 
related stress as Group-variables. The following figure shows that the highest 
percent score of the Parent-related stress goes to Restrict Role (percent 
score=56.35) of the Parents with Disabled Children, followed by Attachment 
(percent score =50.20), Relation with the Spouse (percent score = 48.50), Parent 
health (percent score = 44.90), and Social isolation (percent score = 42.56) , 
Depression (percent score = 38.29), and Sense of Competence (percent score = 
34.20). The significant parameters of parent-related stress of the Parents with 
disabled children (as mentioned in the questionnaire) will also be highlighted in 
chapter-6 in order to get an accurate picture of the problem. It may be noted that all 


assumptions are justified on the ground of statistical significance level only. 


ie 


Fig. 4.114: Bar Chart of Parent-Related Stress in the Parents with Disabled 
Children 


Family Functioning sub scale was also included within the framework of Parental 
Stress Scale of the Parents with Disabled Children in order to find out more 


accurate picture of their stress level. 


Referring to Table 4.47, we can interpret that among the Family Functioning sub- 
scale of Parental Stress, Cohesion (percent score = 66.80) represents highest stress 
in the Parents with disabled children. Family Adaptability ( percent score = 61.10) 
places the second position. The large Percent scores of Mean (62.75) represents 
that Family Functioning is the highest type of burden among the Parents with 
Disabled Children, that leads to several types of stress in their family life. Another 
important aspect of the Family Functioning Stress scale of the Parents with 
disabled children is that SD values are more spread out over the Mean indicating 
that Parent-related stress depends on the types or category of Parents with respect 


to their types of disabled children. 


Table 4.47: Mean, SD and Percent Score of Family Functioning Sub-Scale of 


Parental Stress among the Parents with Disabled Children 


3352 


Stress in Family Mean +SD Percent Scores 


Functioning 


Cohesion 54.75+10.00 66.80+32.60 
Adaptability 45.304 7.05 61.104£27.82 


Total Sample 50.05 +8.6 62.75+ 28.05 


Referring to Figure 4.115, we can display the percent scores of stress related to 


Cohesion and Adaptability of the Parents with Disabled Children. 


Fig. 4.115: Bar Chart of Family Functioning Stress Sub-Scale of Parental 
Stress in the Parents with Disabled Children 


Table 4.48 represents the Social-Support sub-scale of Parental Stress among the 
Parents with Disabled Children. It is evident that helpfulness of network (percent 
score = 46.10 ) has almost double impact on the stress level of the Parents with 
disabled children rather than the size of network ( percent score =25.10). The total 
percent score of the Social-support sub-scale of the Parental Stress Scale reveals 
that both helpfulness of network and size of the network are less significant than 


other three types of sub-scales. The small percent score of the SD (15.37) here 
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indicates that the Parental social support system scores are not spread out over the 


Mean. 


Table 4.48: Mean, SD and Percent Score of Social Support Sub-Scale of 


Parental Stress among the Parents with Disabled Children 


Stress related to Social Support Mean +SD Percent Score 


Helpfulness of Network 


Size of Network 


Total Sample 17.90 + 9.7 35.6 + 15.37 


Referring to Table No. 4.49, we can see that Family Functioning Stress represents 
highest stress (percent score = 62.75) among the four sub-scales of Parenting Stress 
in Parents with Disabled children, followed by Parent-related stress, Child-related 
stress and stress related to lack of social support. The Mean total of Family 
Functioning stress scale (Mean total = 50.05) is higher than other three sub-scales 
of the Parenting stress scale denoting the highest scores on the basis of values 
inscribed into the total number of questions. The Bar Chart (See Figure 4.116) 
displays the percent scores of different categorical variables that represent the 


stress level among the Parents with Disabled children. 


Table 4.49: Mean Differences among the Four Types of Parental Stress Sub- 


Scales 


Sub-scales of Stress Mean + SD Percent 
Scores 

Child-related Stress 21.06 +6.79 40.48 19.70 
Parent-related Stress 24.64+5.16 46.00+18.44 


Family Functioning 50.05 +8.6 62.75+ 28.05 


Social Support 17.90+ 9.7 35.64 15.37 
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Chart of Parental Stress sub-scales (percent scores) 


Percent Scores 


20 


10 


Child-related Stress Parent-related Stress Family Functioning Social Support 


Parental Stress sub-scales of the Parents with Disabled Children 


Fig. 4.116: Bar Chart of Parental Stress Sub-Scales of the Parents with 
Disabled Children 


Hypothesis Testing-1 


4.3.1: Ho 1: There is no significant difference among the different groups of 
Parents with Disabled Children (ID, VI, HI and ASD) with respect to their 


Parental Stress Level 


As four types of Disabled children( ID, VI,HI and ASD) were selected during the 
time of data collection, so response scores of the Parenting stress score need to be 
distributed under the six groups of Parents with disabled children. Firstly, the 
coefficient of multiple determination (R’) is used here as the proportion of the total 
variation in the dependent variable that is associated with or explained by the 
regression of x; on x2 and x3, R2 is a percentage figure whereas R is not. R? is 
actually a measure of closeness of fit of the regression plane to the actual points. 
The closer the value of R’ to 1, the smaller is the scatter of the points about the 
regression plane and the better is the fit. However, R* tends to somewhat over- 
estimate the success of the model when applied to understand the proportion of 


variance in the scores. To check this fault, adjusted R* value is applied. Second, 
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Fisher’s F-test or variance ratio test is used here to see whether two samples may 
be regarded as drawn from the normal the population having the same variance. It 
also helps us to find out whether the two independent estimates of population 
variance differ significantly. The calculated value of F is compared with the table 
value for v, (degrees of freedom for sample having larger variance) and v2 (degrees 
of freedom for sample having smaller variance) at 5% level of significance. If 
calculated value of F is greater than the table value then the F ratio is considered 
significant and the null hypothesis is rejected. If the calculated value of F is less 
than the table value the null hypothesis is accepted or retained and it is inferred that 
both the samples have come from the population having same variance. Finally, p 
value or calculated probability is observed in order to understand the actual 
variance between two samples. If p value is less than <0.05, then null hypothesis is 
rejected and concluded that there’s a statistically significant difference. It may be 


noted that lower p-value followed by a larger R’isa good indicator of significance. 


Referring to Table No. 4.50 we can reveal the result of Multiple Correlation 
Analysis as well as Analysis of Variance with a view to observing the difference 
between Parents with ID Children and Parents with VI Children with respect to 
their Parental Stress level. With respect to Child-related stress, the Mean value of 
Child-related Stress score of the Parents with Intellectually Disabled Children are 
higher than the Mean value of the Parents with Visually Impaired Children ( pb = 
22.7>26.0), but the greater p-value (0.187) actually indicates that there is no 
statistically significant difference between them with respect to their Child-related 
stress level at the 5% level. On the contrary, Mean value of the Parent-related stress 
score is higher in Parents with VI Children rather than the Mean value of the 
Parents with ID Children (u = 22.6>18.0). But the greater p value (0.235) of the 
Parent-related stress scale indicates that there is no statistically significant 
difference between the Parents with ID Children and the Parents with VI Children 
with respect to their Parent-related stress at the 5% level of significance. 
Statistically significant difference is also not found between those two groups with 


respect to their stress on Family Functioning (p=0.166) at the 5% level. 


However, statistically significant difference is found between the Parents with ID 


and VI Children with respect to their stress on Social Support at near about 5% 
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level of significance. The high adjusted R2 value (0.526) as well as low p-value ( 
0.065) indicates that there is a statistically significant difference between those two 
groups of Parents with respect to their stress on Social Support. Thus the 
probability of observing such a value ( p= 0.065) by chance is near about 0.06 or 
94 % Confidence Interval. 


Table 4.50: Multiple Correlation Analysis & Analysis of Variance between 
Parents with ID Children and Parents with VI Children with respect to their 
Parental Stress Level (Group-1) 


Components of Group-1 Adjusted 


Parental Stress Parents with Parents with R F p 


ID Children VI Children 


Total Mean Total Mean + 


+SD SD 

Child-related 22.747.8 18.0+46.7 0.246 4.56 | 0.187 
Stress 

Parent related 22.621 ,2 26.0 +5..4 0.3.36 3.20 | 0.235 
Stress 

Stress in Family 55.1+8.6 48.2+6.2 0.382 4.20 | 0.166 
Functioning 

Stress regarding 19.7+9.4 16+6.20 0.526 5.40 | 0.065* 


Social Support 


*p< .05= 5%, **p <0.01=1%, ***p<.005=0.5%, ****P<.001=0.1% 


The p-values of the four categorical variables for Group 1 (Parents with ID 
Children vs. Parents with VI Children) can be shown graphically with the help of a 
bar chart as below ( See Fig. 4.117). As mentioned earlier, only one component of 
Parenting Stress (i.e. Stress in Family Functioning) in the Parents with CWSN 
occupies the statistically significance difference between Parents with ID Children 
and Parents with VI Children at 94% Confidence Interval or at 0.6% level of 


significance ( or near about 5% level of significance). 
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Fig. 4.117: Bar Chart of P-Values of the Parental Stress in Parents with 
Children with Disabilities (Group1: Parents with ID Children and Parents 
with VI Children) 


Thus Hol is accepted with respect to the following three sub-scales of Parental 
Stress among the Parents with Differently Abled Children: Child-related Stress, 
Parent-related Stress and Stress in Family Functioning. On the contrary, the Null 
Hypothesis-1 may be rejected with respect to one parameter i.e. Stress related to 
Social Support where statistically significant difference is found between Parents 


with ID Children and Parents with VI Children at the 5% level. 


Referring to Table 4.51, we can highlight the result of Multiple Correlation 
Analysis as well as Analysis of Variance between Parents with ID Children and 
Parents with VI Children with respect to their Parental Stress level. As illustrated in 
the following table, the Mean value of Child-related Stress scores of the Parents 
with ID Children is higher than the Mean value of the Parents with HI Children (u 
= 22.7 >20.1). But both lower R’ value (0.280) and higher p value (0.238) of the 
Child-related Stress score indicate that there is no statistically significant difference 
between those Parent groups with respect to their Child-related Stress at the 5% 
level of significance. Similarly, Mean value of the Parent-related Stress scores is 
slightly higher in Parents with ID Children than the Mean value of the Parent- 
related stress score in Parents with HI children (u =22.6>22.0). But the greater p 
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value (0.338) indicates that there is no statistically significant difference between 
the Parents with ID Children and Parents with HI Children with respect to their 
Parent-related stress level even at 5% level of significance. Significant difference is 
also not found between those two groups with respect to their stress on family 
functioning (p=0.446) at the 5% level, although there is a slight Mean difference 
between them (55.1 > 46.2 ). 


Statistically significant difference is also found between the Parents with ID 
Children and Parents with HI Children with respect to their Stress related to Social 
Support ( p=0.074*) at the 5% level. The higher adjusted R° (0.640) supports this 
conclusion strongly. There is a Mean difference between those two groups of 
Parents. The Mean scores of Stress on Social Support between Parents with ID 


Children and Parents with HI Children are 19.7 and 15.2 respectively ( Table 4.51). 


Table 4.51: Multiple Correlation Analysis and Analysis of Variance between 
Parents with ID Children and Parents with HI Children with Respect to their 
Parental Stress Level (Group-1) 


Components Group-2 
of Parental Parents with ID | Parents with HI | Adjusted | F p 
Stress Children Children R2 

Total Mean +SD | Total Mean + SD 
Child-related 22.7278 20.1 + 6.2 0.280 3.50 | 0.238 
Stress 
Parent related 22.6+£7.2 22.0+4.2 0.236 3.20 | 0.338 
Stress 
Stress in Family 55.1+8.6 46.2+ 5.2 0.266 4.20 | 0.446 
Functioning 
Stress regarding 19.7+9.4 15.2+10.20 0.640 5.40 | 0.074* 
Social Support 


*ps< .05=5%, **p <0.01=1%, ***p<.005=0.5%, ****P<.001=0.1% 


The p-values of the four categorical variables can be shown further with the help of 


a bar chart as follows (See Fig.4.118) : 
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Chart of p-values of Parental Stress ( Group2 ) 


scores of p-values 


Stress in Family Functioning Parent related Stress Child-related Stress Stress regarding Social Support 


components 


Fig. 4.118: Bar Chart of P-Values of the Parental Stress in Parents with 
Children with Disabilities (Group 2: Parents with ID Children and Parents 
with HI Children) 


Thus Hol is accepted with respect to first three components of Parental Stress 
among the Parents with Disabled Children. On the contrary, Hol can be rejected 
with respect to one parameter 1.e. stress related to Social Support where statistically 
significant difference is noticed between Parents with ID Children and Parents with 


HI Children at the 5 % level. 


Referring to Table 4.52, we can highlight the result of Multiple Correlation 
Analysis as well as Analysis of Variance with respect to the Parental Stress level 
for Group-3 (Parents with ID Children and Parents with ASD Children). Although 
Mean value of Child-related Stress score of the Parents with ASD Children is 
higher than the Mean value of the Parents with ID Children ( 26.7>22.7), the 
greater the p value (0.126) actually indicates that there is no statistically significant 
difference between them with respect to their Child-related stress at the 5% level of 
significance. Thus the probability of observing such a value by chance is greater 


than 0.05. 


But Mean value of the Parent related stress score is higher in Parents with ASD 
Children than the Mean value of the Parent-related stress score in Parents with ID 


children (Mean=28.9>22.6). Their lower p-value (0.048*) followed by adjusted 
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higher R? (0.638) strongly indicates that there is a statistically significant difference 
between the Parents with ASD and Parents with ID children with respect to their 


Parent-related stress at the 5% level of significance. 


Statistically significant difference is also found between those two groups with 
respect to their stress on Family Functioning and Social Support at the 0.5 % level 
of significance. The p value of Family Functioning sub scale is <.006 followed by 
adjusted higher R* value (0.550 ) indicating that there is a statistically significant 
difference between Parents with ID Children and Parents with ASD Children with 
respect to their stress in Family Functioning at near about 0.5% level of 
significance. Thus the probability of observing such a value by chance is less than 
or equal to 0.005. Similarly, there is a statistically significant difference between 
the Parents with ID Children and Parents with ASD Children with respect to their 
stress on Social Support (p=.009, adjusted R2 = 639) at near about 0.5 % level of 


significance. 


Table 4.52: Multiple Correlation Analysis and Analysis of Variance between 
Parents with ID Children and Parents with ASD Children with respect to their 
Stress Level (Group-3) 


Component of Group-3 
Parental Stress oe with parents yin Adjusted F p 
ID Children ASD Children 
R2 

Total Mean Total Mean 

+SD +SD 
Child-related 22.7£7.8 26.7+7.6 .430 420 | .126 
Stress 
Parent related 22.6£7.2 28.9+7.5 .638 440 | .048* 
Stress 
Stress in Family 55.1+8.6 58.4+6.5 550 542 | .006*** 
Functioning 
Stress regarding 19.7+9.4 24.3+10.4 .639 440 | .009*** 
Social Support 


*ps< .05=5%, **p <0.01=1%, ***p<.005=0.5%, ****P<.001=0.1% 
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Referring to Fig. 4.119, we can interpret the P-Values of the Parental Stress in 
Parents with Children with Disabilities (Group 3: Parents with ASD Children and 
Parents with ID Children). The Bar Chart shows that the lowest p-value is 
associated with Stress in Family Functioning, followed by Stress regarding Social 


Support, Parent related Stress and Stress in rearing their CWSN. 


Fig. 4.119: Bar Chart of P-Values of the Parental Stress in Parents with 
Children with Disabilities (Group 3: Parents with ASD Children and Parents 
with ID Children) 


Thus Hol is rejected with reference to the following three components of Parental 
Stress in Parents with Children with disabilities: Family Functioning, Stress 
regarding Social Support, Parent related Stress. On the other hand, Hol could be 
accepted with reference to Stress in rearing their Disabled Child where statistically 
significant difference is not found between Parents with ID Children and Parents 
with ASD Children even at 5% level of significance. 


Referring to Table 4.53, we can highlight the result of the Multiple Correlation 
Analysis as well as Analysis of Variance between Parents with VI Children and 
Parents with HI Children (Group- 4) with respect to their Parental Stress level. The 
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Mean value of Child related Stress score of the Parents with HI Children is slightly 
higher than the Mean value of the Parents with ID Children ( =18.0> 20.1), 
indicating that child related stress are significantly greater in Parents with VI 
Children but rather the Parents with HI Children. Both greater p-value (0.398) and 
adjusted lower R’ value (0.220) of the child related stress score between Parents 
with VI Children and Parents with HI Children actually indicate that there is no 
statistically significant difference between those two groups with respect to their 
Child-related stress scores even at the 5% level of significance ( See Fig. 4.120). 
This implies that the findings has a five percent (.05) chance of not being false. 


Similarly, Mean value of the Parent related stress scores is higher in Parents with 
VI Children than the Mean value of the Parent related stress score in Parents with 
ID children (u=26>22.0). The greater p value (0.176) and lower adjusted lower R? 
(0. 128) indicate that there is no statistically significant difference between the 
Parents with VI and Parents with HI children with respect to their Parent related 
stress scores even at the 5% level of significance. This implies that the findings 


has a five percent (.05) chance of not being false. 


Statistically significant difference is only found between those two groups with 
respect to their stress in Family Functioning at the 5% level of significance. This 
implies that the findings has a five percent (.05) chance of not being true. The 
lower p-value (0.64) of Family functioning sub scale for the above mentioned 
group is followed by adjusted greater R’ ( 0.439) indicating that there is a 
Statistically significant difference between Parents with VI and Parents with HI 


with respect to their stress in Family Functioning. 


On the other hand, there is no statistically significant difference between Parents 
with VI children and Parents with HI children with respect to their stress in Social 
Support (p = 0.310 is followed by greater R’) even at the 5 % level of significance. 
This implies that the findings has a five percent (.05) chance of not being false, 
which is the converse of a 95% chance of being false. Unfortunately, we could not 
able to choose Beta (fh) to be small ( e.g.0.05) to control the probability of 
committing a Type II error as Beta depends on several factors including the sample 


size, research hypothesis and alpha ( @) values. 
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Table 4.53: Multiple Correlation Analysis and Analysis of Variance between 
Parents with VI Children and Parents with HI Children with respect to their 


Stress Level (Group=4) 


Component of Group-4 
Parental Stress Adjusted | F 

Parents with | Parents with R2 

VI Children | HI Children 

Total Mean Total Mean 

+SD +SD 

Child-related 18.0£6.7 20.1 + 6.2 230 -.320 398 
Stress 
Parent related 26.0 +5..4 22.0+ 4.2 128 310 .176 
Stress 
Stress in Family 48 .2+6.2 46.2+ 5.2 439 328 .064* 
Functioning 
Stress in Social 16+6.20 15.2+10.20 228 -.126 310 
Support 


*p<0.05=5% 


The p-values of the categorical variables (Components of Parental Stress score) can 
be displayed with the help of a Bar Chart in order to enhance their visual 
impression. The Bar that represents higher p-value indicates the probability of 
insignificant difference between the two groups of Parents (i.e. parents with VI 
Children vs. parents with HI Children) with respect to the Parental Stress level. On 
the other hand, the Bar that represents lowest p-value exhibiting the significant 
difference between the two groups with respect to their Parental stress level. Here 
four bars represent four p-values for four types of categorical variables. Only one 
bar that represents the stress in Family Functioning ( p value = 0.064) indicating 
that there is a statistically significant difference between Parents with VI Children 
and Parents with HI Children with respect to their stress in Family Functioning at 
the 5% level. The test tells us that if we select « =0.05, and our test tells us to reject 


Ho, then there is a 5% probability that we commit a Type I error. 
p y yp 
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Chart of p-values of the Parental Stress (Group-4) 
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Components of Parental Stress 


Fig. 4.120: Bar Chart of P-Values of the Parental Stress in Parents with 
Children with Disabilities (Group 4: Parents with VI Children and Parents 
with HI Children) 


Thus Hol can be accepted with respect to following three components of Parental 
Stress among the Parents with Differently Abled Children: Child related stress, 
Parent related stress and stress in Family Functioning. On the contrary, Hol is 
rejected on the ground of one parameter i.e. stress related to Family Functioning 
where probability of observing such a value by chance is less than 0.05, and hence 
we may conclude that there is a statistically significant difference between Parents 
with VI Children and Parents with HI Children with respect to stress in Family 


Functioning at the 0.05 level or at the 5% level of significance. 


Referring to Table 4.54, we can see the result of the Multiple Correlation Analysis 
as well as Analysis of Variance between Parents with VI Children and Parents with 
ASD Children with respect to their Parental Stress level. Mean value of Child 
related stress scores of the Parents with ASD Children is higher than the Mean 
value of the Parents with VI Children ( u=26.7> 18.0) indicating that Child related 
stress scores are significantly higher in Parents with ASD Children but rather the 
Parents with VI Children. The lower p value (0.049) is followed by an higher 
adjusted R* (0.635) indicating that there is a statistically significant difference 
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between Parents with VI Children and Parents with ASD Children with respect to 
Child-related stress at the 5% level. 


Similarly, Mean value of the Parent related stress score is higher in Parents with 
ASD Children than the Mean value of the Parent related stress score in Parents 
with VI children (( up =28.9 >26.0). The lower p value (0.036) indicates that there is 
statistically significant difference between Parents with VI children and Parents 
with ASD children with respect to their Parent related stress scores at the 5% level 


of significance. 


Statistically significant difference is also found between those two groups with 
respect to their stress in Family Functioning and Social Support. The p-value of 
Family Functioning sub scale for those two groups is 0.068, indicating that there is 
a Statistically significant difference between Parents with VI children and Parents 
with ASD children with respect to their stress in Family Functioning at the 5% 


level. 


Similarly, there is a statistically significance difference between Parents with VI 
children and Parents with ASD children with respect to their stress in Social 
Support (p=0.009) at the 0.5 % level. The greater value of adjusted R°* (0.731) 
indicates this probability strongly. As the P-value between Parents with VI children 
and Parents with ASD children with respect to their stress in Social Support is 
p=0.009, so the probability of observing such as value by chance is less than 0.05, 


and the result is significant at the 0.05 level. 


Here p-value is shown with the help of a Bar Chat in order to enhance it graphical 
impression. Bar that represents lowest value indicating the probability of 
significant difference strongly with respect to the sub scales of Parental stress for 
Group-four ( See Fig.4.121). As mentioned earlier, all four components of Parental 
Stress scale for the Parents with Differently Abled Children are statistically 
significant with reference to their critical Alpha (a) values. The level of 
significance is interpreted below the table value in order to get a concrete idea 
about their P-Values or Alpha values. In addition, the p-values as expressed in the 
following figure indicate the statistical level of significance for the Group-5 with 


respect to their Parental Stress. 
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Table 4.54: Multiple Correlation Analysis and Analysis of Variance between 
Parents with VI Children and Parents with ASD Children with respect to 
Parental Stress ( Group-5) 


Component of Group-5 
Parenanoee Parents with | Parents with we y P 
VI Children | ASD Children ms 
Mean +SD Mean + SD 

Child-related Stress 18.046.7 26.7+7.6 0.635 576 | .049** 
Parent related Stress 26.0 +5..4 28.947.5 0.538 .660 | .036** 
Stress in Family 48.2+6.2 58.4+6.5 0.645 .760 | .068** 
Functioning 
Stress regarding 1646.20 24.3+10.4 0.731 .640 | .009*** 
Social Support 


*ps .05= 5%, **p <0.01=1%, ***ps.005=0.5%, ****P<.001=0.1% 


Fig. 4.121: Bar Chart of P-Values of the Parental Stress in Parents with 
Children with Disabilities (Group 5: Parents with VI Children and Parents 
with ASD Children) 
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From the above analysis and interpretation, Hol can be fully rejected because we 
have statistically significance evidences at a = 0.05,0 and 0.005 to show that there 
are statistically significant differences in Means with respect to all four components 
of Parental stress scores between Parents with VI Children and Parents with ASD 
Children. Now it can be concluded that the probability of observing p-values are 
less than statistical significant levels with reference to all four sub-scales of 
Parental Stress among the Parents with VI Children and Parents with ASD 
Children. 


Referring to Table 4.55, we can interpret the results of Multiple Correlation 
Analysis as well as Analysis of Variance between Parents with HI & ASD Children 
with respect to their Parental Stress level. Firstly, the Mean value of Child related 
stress score of the Parents with ASD Children is higher than the Mean value of the 
Parents with ID Children ( u=26.7> 20.1), indicating Child related stress scores are 
significantly greater in Parents with ASD Children but rather the Parents with HI 
Children. 


The p-value between Parents with HI Children and Parents with ASD Children 
with respect to Child-related stress is 0.125 indicating that there is no significant 
difference between these two groups of Parents with respect to the Children-related 
stress at 5% level of significance. The adjusted lower R2 (0.235) supports this 


conclusion. 


On the contrary, the Mean value of the Parent related stress score is higher in 
Parents with ASD Children than the Mean value of the Parent related stress score in 
Parents with HI children (u =28.9 >22.0). Lower p-value (0.042) followed by the 
adjusted higher R (.538) indicates that there is a statistically significant difference 
between the Parents with HI and ASD children with respect to their Parent related 
stress at the 5% _ level. Statistically significant differences are also found between 
those two groups with respect to their stress in Family Functioning and Social 
Support. The p-value of Family Functioning sub scale for those two groups is 
0.048, indicating that there is a statistically significant difference between Parents 
with HI children and Parents with ASD children with respect to their stress in 
Family Functioning at the 5% level. The adjusted greater R2 value (.745) supports 


this conclusion strongly. 
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On the contrary, there is no statistically significant difference between Parents with 
HI children and Parents with ASD children with respect to their stress in Social 
Support even at 5% level. Both the higher p-value (0.109) and adjusted lower R? 


support this conclusion. 


Table 4.55: Multiple Regression Analysis and Analysis of Variance between 
Parents with HI Children and ASD Children with respect to Parental Stress 
(Group-6) 


Components of Group-6 Adjusted | F p 
Parental Stress Parents with Parents R2 
HI Children with ASD 
Children 


Mean +SD Mean + SD 


Child-related Stress 20.1 + 6.2 26.7+£7.6 0.235 456 | .125 


Parent related Stress 22.0+ 4.2 28.947.5 0.538 365 | .042** 
Stress in Family 46.2+ 5.2 58.4+6.5 0.745 .760 | .048** 
Functioning 

Stress in Social 15.2+10.20 24.3+10.4 0.248 .240 | .109 
Support 


*p< .05=5%, **p <0.01=1%, ***p<.005=0.5%, ****P<.001=0.1% 


The p-values of four components of Parental Stress scale can be shown graphically 
with the help of a Bar Chart as illustrated in Figure 4.122. The bar that represents 
lowest p-value (<0.05, <0.01,<0.001) indicating the significant differences between 
the Parents with HI and ASD Children with respect their concerned parameters. As 
shown in the figure, only two components of the Parental Stress scores i.e. Parents- 
related stress and Stress in Family Functioning are statistically significant at the 5% 
level for the group-six. The test tells us that if we select a = 0.05, and our test tells 
us to reject Hol, then there is a 5% probability that we commit a Type I error. On 
the contrary, when we decide not to reject the null hypothesis then either we make 


a correct decision as the null hypothesis-1 is true or we commit a Type II error. In 
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the present study, the null hypothesis-1 is decided not to reject with respect to 
Child-related stress and stress in Social Support as the test statistics are below the 


critical values in an upper tailed test. 


It may be noted that the P- value is only used here for deciding whether to reject 
the null hypothesis, and not supporting reasoning about probabilities. The 
probability of observing p-values by chance is less than 0.05 with respect to their 


Parents related stress and Stress in family functioning for the group-six. 


To find the significance level, the numbers are subtracted shown from one. Here P 
values summarize statistical significance and don’t address clinical significance as 
P-values depend upon both the magnitude of association and the precision of 


estimate (sample size). 


Fig. 4.122: Bar Chart of P-Values of the Parental Stress in Parents with 
Children with Disabilities (Group 6: Parents with HI Children and Parents 
with ASD Children) 


From the above analysis and interpretation, Hol is partly rejected. Hence we may 
conclude that there are statistically significant differences among the Parents with 
HI & ASD Children with respect to their stress in Parent related aspects and Family 
Functioning at the 5 % level of significance or at the 95% CI. 
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Hypothesis Testing-2 


4.3.2: Ho2. There is no significant Gender Differences in the Parenting Stress 
of Fathers and Mothers having Disabled Children with respect to the 
following four sub scales: 

(i) Child-Related Stress 

(ii) Parent Related Stress 

(iii) Family Functioning, and 


(iv) Social Support 


To verify the above mentioned Null Hypothesis (Ho2), the Researcher adopted 
Independent Samples t-Test comparing the means for two groups (Fathers and 
Mothers with disabled children) with respect to their Parental stress. As random 
sample was taken (each group separately) and they have different conditions, the 
samples are independent by nature and we can take Independent samples t- test 
(also called between samples and unpaired samples). Significant differences 
between Fathers and Mothers of the disabled children were verified with respect to 
four components of Parental Stress scale i.e. Child-related stress, Parent-related 
stress, Family Functioning, and Social Support. The t- distribution is symmetric 
about zero, so there’s really nothing to interpret about the sign of the t-test. As t- 
value near 2.08 would be non significant in a two sided test, the calculation of p- 
value is essential to find out the actual difference between the Fathers and Mothers 


of the Disabled Children with respect to their Parental stress scores. 


The Researcher also calculated mean differences between Fathers and Mothers of 
the disabled children with respect to the above mentioned four sub-scales of the 
Parental Stress scale. Therefore, both t-value and p -value were estimated with the 
help of Minitab-17 in order to test whether any significant gender differences in 
Parenting Stress in Father and Mothers with the disabled children. The p-value here 
does not support reasoning about the probabilities of hypothesis. It is only used 
here for deciding whether to reject the null hypothesis. The null hypothesis is 
rejected when p<0.05 and not rejected when p>0.05. 


As shown in Table 4.56, there is a statistically significant difference between 


Fathers and Mothers of the disabled children with respect to their scores on Child- 
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related Stress at the 5% level of significance. The Mean score of Mothers with 
disabled children on the total sample of the Child-related Stress sub-scale is 
significantly higher than Fathers with disabled children ( 23.21 > 18.02) followed 
by a lower p-value (0.048) as well as a greater t value ( t = 3.48) indicating this 


conclusion strongly. 


With respect to Acceptability of the Child related Stress, the Mean value is higher 
in Mothers with disabled children than Fathers with disabled children 
(22.26>17.80). The Independent Samples t- value ( t= 4.10) as well as lower p 
value (0.040) indicates that there is a statistically significant difference between 
Fathers and Mothers with disabled children with reference to their stress in 


Acceptability at the 5% level. 


With respect to Adaptability of the Child-related Stress, the Mean scores of the 
Fathers and Mothers with disabled children are 23.12 and 26.20 respectively. The 
greater t-value ( t=4.68) as well as lower p-value (0.027) indicates that there is a 
statistically significant difference between Fathers and Mothers with disabled 


children with respect to their stress in Adaptability at the 5% level of significance. 


With respect to Demandingness of the Child related Stress sub-scale, the Mean 
scores of the Fathers and Mothers of the disabled children are 22.03 and 22.78 
respectively, and greater t-value (t=6.78) as well as lower p value ( 0.0005) 
indicates that there is a statistically significant difference between Fathers and 
Mothers of the disabled children with respect to their stress in Demandingness at 
0.1% level of significance. On the other hand, with respect to Distractibility of the 
Child related Stress sub- scale, the Mean scores of Mothers with disabled children 
are higher than the Fathers with disabled children (25.78>23.30). The grater t-score 
(t=3.59) as well as lower p value (0.046) indicates that there is a statistically 
significant difference between Mothers and Fathers of the disabled children with 


respect to their stress in Distractibility at 5% level of significance. 


With respect to Mood of Child-related Stress, the Mean scores of Fathers and 
Mothers of the disabled children are 14.80 and 15.90 respectively, and independent 
samples t-test score (t = 1.43) is significantly lower. Thus we may conclude that 


there is no statistically significant difference between Fathers and Mothers of the 
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disabled children with respect to their stress in Mood at even 5% level of 


significance. The higher p value (0.2106) also supports this conclusion. 


Finally, with respect to stress in Reinforces Parents of the Child-related stress, the 


Mean score of Fathers of the disabled children is slightly higher than Mothers with 
disabled children (16.26<16.5), and lower t-value (1.37) indicates that there is no 


statistically significant difference between Fathers and Mothers of the disabled 


children with respect to their stress in Reinforces Parents at the 5% level of 


significance. The greater p- value strongly supports this conclusion. 


Table 4.56: Independent Samples T-Test, and MANOVA Results for the 
Difference in Child-Related Stress Level between Fathers and Mothers with 


Disabled Children 

Child-related Fathers Mothers t p Relative 

Stress Mean SD Mean | SD importance in 
contributing 

to Group 

Differences 

1.Acceptability 17.80 6.2 22.26 | 8.60 | 4.10 | .0407* 3 

2.Adaptability 23,12 6.3 26.20 | 7.82 | 4.68 | .0278* 2 

3.Demandingness | 22.03 | 5.60 | 22.78 | 6.70 | 6.78 | .0005**** 1 

4.Distractibility 23.30 | 6.03 | 25.78 | 7.60 | 3.59 | .0464* 4 

5. Mood 14.80 | 6.46 | 15.90 | 6.21 | 1.43 | .2106 5 

6.Reinforces 16.26 | 6.60 | 16.05 | 6.01 | 1.37 | .4610 6 

Parents 

Total Sample 18.02 | 5.78 | 23.21 | 7.56 | 3.48 | 0.048* 3 


*p< .05=5%, **p <0.01=1%, ***p<.005=0.5%, ****P<.001=0.1% 


The Figure 4.123 displays the relative importance of different components of the 


Children-related stress in the Parents with disabled children. As reflected on the 


following figure, Demandingness ranks the highest position among the six 


categorical variables of the child-related stress. 
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Adaptability Demandingness Distractibility Mood Reinforces Parents 


Fig.4.123: Relative Importance of Different Components of the Children- 
Related Stress in Contributing Group Differences between Fathers and 


Mothers with Disabled Children. 


On the above mentioned analysis and interpretation, the Null Hypothesis (Ho2) can 
be rejected because we have statistically significant evidences at a 0.05 and below 
to show that there are significant gender differences among the Parents raising 
children with disabilities with respect to their stress in Acceptability, Adaptability, 
Demandingness and Distractibility. On the contrary, the Ho2 can be accepted as 
there are no statistically significant gender differences among the Parents having 
Children with disabilities with respect to two categorical variables i.e. stress in 


Mood and Reinforces Parents of the Child-related stress. 


As shown in Table 4.57, there is a statistically significant difference between 
Fathers and Mothers of the disabled children with respect to their scores on the 
total samples of the Parent-related stress sub-scale at 95% Confidence Interval 
level or at the 5% level of significance. Total Mean score of the Parent-related 
stress sub-scale of the Mothers with disabled child is higher than Fathers with 
disabled children (u=Mothers, 26.23> Fathers, 22.30). So overall Parent-related 
stress is higher in Mothers of the disabled children than Fathers of the disabled 
children as found in the present study. The greater value of independent samples t- 


test (4.01) as well as lower p-value (0.026) supports this conclusion. 
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Firstly, with respect to the Attachment of the Parent-related stress, the Mean value 
of the Fathers with disabled children is significantly higher than Mothers with 
disabled children (20.80>16.32). The greater t-value (2.29) as well as lower p-value 
(0.0480) indicates that there is a significant difference between Fathers and 
Mothers of the disabled children with regards to their stress in Attachment at 5% 


level of significance. 


Second, with respect to Sense of Competence of the Parent--related stress, the 
Mean scores of the Fathers and Mothers of the disabled children are 24.90 and 
22.56 respectively and greater t-value (6.20) as well as lower p-value (0.0013) 
indicates that there is a statistically significant difference between Fathers and 
Mothers of the disabled children with respect to their stress in Sense of 


Competence at the 0.1% level. 


Thirdly, with respect to Depression of the Parent-related stress scale, the Mean 
scores of the Mothers with disabled child are significantly higher than the Fathers 
with disabled children ( 26.78 > 22.02). Both the greater t-value (7.70) and lower p 
-value ( 0.0010) indicate that there is a significant difference between Fathers and 
Mothers of the disabled children with respect to their depression level at 0.1% level 


of significance. 


Fourthly, with respect to the stress in Parent Health of the Parent- related stress 
scale, the Mean scores of the Fathers and Mothers of the disabled children are 
23.30 and 25.78 respectively and result of the independent samples t- test (1.59) 
indicates that there is no statistically significant difference between Fathers and 
Mothers of the disabled children with respect to their Parent Health even at 5% 
level of significance. The greater p-value (.2082) of the Parent Health also supports 


this conclusion. 


Fifthly, with respect to Social Isolation of the Parent--related stress, the Mean 
scores of the Fathers and Mothers of the disabled children are 18.01 and 19.70 
respectively. Both the lower t-value (1.22) and greater p-value (.3137) indicate that 
there is no statistically significant difference between Fathers and Mothers of the 
disabled children with respect to their stress in Social Isolation at 5% level of 


significance. 
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Sixthly, with respect to the Restrict Role of the Parent-related stress, the Mean 
scores of Fathers of the disabled children are higher than the Mean score of 
Mothers of the disabled children (29.78 <20.03) respectively. Both the greater 
value of independent t-test (6.57) and lower p value (0.0019) indicate that there is a 
statistically significant difference between Fathers and Mothers of the disabled 


children with respect to their stress in Restrict Role at the 0.1% level. 


Seventhly, with respect to the stress in Relation with the Spouse, the Mean value of 
Mothers with disabled children is greater than the Mean value of Fathers of the 
disabled children (28.70>25.56). But lower t-value (1.51) and greater p-value 
(.1430) indicate that there is no statistically significant difference between Fathers 
and Mothers with disabled children with respect to their stress in Relation with the 


Spouse at the 5 % level. 


Table 4.57: Independent Samples T-Test, and MANOVA Results for the 
Difference in Parent-Related Stress Level between Fathers and Mothers with 


Disabled Children 


Parent-related Fathers Mothers t p Relative 
Stress importance in 
Mean | SD | Mean | SD contributing to 
Group 
Differences 

1.Attachment 20.80 | 5.32 | 16.32 | 5.04 | 2.29 | .0480* 4 

2.Sense of 24.90 | 6.81 | 22.56 | 5.06 | 6.20 | .0013**** 2 

Competence 

3.Depression 22.02 | 6.23 | 26.78 | 5.05 7.70 | .0010**** 1 

4.Parent Health | 23.30 | 6.03 | 25.78 | 7.60 1.59 | .2082 6 

5. Social 18.01 | 4.90 | 19.70 | 5.7 1.22 | .3187 7 

Isolation 

6.Restrict Role | 29.78 | 8.00 | 20.03 6.8 6.57 | .0019**** 3 

7.Relation with | 25.56 | 4.60 | 28.70 | 8.71 1.51 | 1430 5 

Spouse 

Total Sample 22.30 | 4.78 | 26.23 | 5.01 4.01 | 0.0262* 2 
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The relative importance of different components of Parental stress scale (in 
contributing to group differences) can be displayed graphically with the help of a 
bar chart as mentioned in Figure 4.124. As shown in the following figure, highest 
group differences (between Fathers and Mothers with disabled children) with 
respect to Parental stress sub-scale relates to Depression. On the other hand, p- 
value of the stress in the Social-isolation of the Parents (Fathers vs Mothers) is 
greater than other six components of Parental stress sub-scale, so it is much less 
significant. The bar that resembles highest in length places the highest significance 


(Descending order). 


Fig. 4.124: Relative Importance of Different Components of Parental Stress in 
Contributing to Group Differences between Fathers and Mothers with 


Disabled Children (Descending Order) 


Thus the Null Hypothesis 2 (Ho2) should be rejected with respect to the four 
components of Parental stress sub scale i.e. Attachment, Sense of Competence, 
Depression level, and Role Restriction. It can be concluded that there are 
statistically significant differences between Fathers and Mothers with disabled 
children with respect to their stress in Attachment, Sense of Competence, 


Depression level and Role Restriction. 
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Referring to Table 4.58, we can see that there is a statistically significant difference 
between Fathers and Mothers of the disabled children with respect to their Family 
Functioning at the 0.1% level of significance. The total sample Mean value of the 
Mothers with disabled children is significantly higher than the Fathers with 
disabled children (54.21>47.80) with respect to their Family Functioning. The 
higher t-value (5.48) as well as smaller p-value (.0008) supports this conclusion. 
The small P-value (.0008 = typically < 0.001) of the Family Functioning sub-scale 
indicates strong evidence against the null hypothesis, so we can reject the Ho2 on 


this ground. 


With respect to stress in Cohesion, the Mean value of the Mothers with disabled 
children is significantly higher than the Mean value of the Father (59.60 >54.00), 
and higher t-value (7.28) as well smaller p-value indicates that there is a 
statistically significant difference between Fathers and Mothers of the disabled 
children with respect to their stress in Cohesion at the 0.1% level. The small p- 
value (.0002) helps us to reject the null hypothesis with respect to the stress in 


Cohesion. 


Second, the Mean value of the stress in Adaptability is higher in Mothers with 
disabled children than Fathers with the Disabled children (48.90>44.60), and 
higher t- value (5.68) between two groups (Fathers vs. Mothers) indicates that there 
is a significant difference between Fathers and Mothers of the disabled children 
with respect to their stress in Adaptability. The small p value (.018) shown in the 
Table no. 4.59 is less than the typical value (0.05), so this difference is estimated at 


the 5 % level of significance. 


The result is interpreted on the basis of p- value or Alpha (a) value or Type I error , 
and not on the basis of Beta value or Type II error. It may be noted that rejecting 
the null hypothesis implies that alternative hypothesis may be true. As indicated in 
the following table, the relative importance in contributing to Group Differences is 
estimated on the basis of their P-values as found in the study. It may be noted that 
stress with reference to Cohesion is more statistically significant rather than 
Adaptability for the Parents who raising children with disabilities (VI, HI, ID and 
ASD). The small P-value of Cohesion (.0002 = typically < 0.001) of the Family 


Functioning sub-scale indicates strong evidence against the null hypothesis. 
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Table 4.58: Independent Samples T-Test, and MANOVA Results for the 
Difference in Stress in Family Functioning between Fathers and Mothers with 


Disabled Children 


Stress in Relative 

Family Mean | SD Mean | SD importance 

Functioning in contributing 
to Group 


2.Adaptabilit | 44.60 | 6.13 48.90 | 8.8 5.68 | .018* 2 
y 


Total Sample | 47.80 54.21 .0008**** 


*p< .05= 5%, **p <0.01=1%, ***p<.005=0.5%, ****P<.001=0.1% 


So stress in Cohesion represents the highest group difference (Fathers vs. Mothers 
with disabled children) among the two components of Family Functioning Stress 
scale. In this regard, the Ho2 can be rejected as there is a statistically significant 
difference between Fathers and Mothers with disabled children with respect to their 


stress in Family Functioning at 0.1% level of significance (p= 0.0008****). 


As revealed in Table 4.59, there is no statistically significant difference between 
Fathers and Mothers with disabled children with respect to their stress in Social 
Support at 5% level of significance. The total Mean value of the Fathers with 
disabled children is almost the same with their spouse with respect to their stress in 
Social Support (Fathers= 17.91, Mothers=17.98). But the lower t-value (1.480) as 
well as larger p value (0.230) indicates that there is no significant difference 
between the Fathers and Mothers of the disabled children with respect to their 


stress in Social Support. 


With respect to the stress in Helpfulness of Network, the Mean value of the 
Mothers with disabled children is slightly higher than the Mean value of the Father 
(18.09 >18.6). But lower value of independent t scores (1.223) as well as larger p 


value (.278) indicates that there is no statistically significant difference between 
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Fathers and Mothers of the disabled children with respect to their stress in 


Helpfulness of Network at the 5% level ( typically < 0.05). 


Second, the Mean value of the stress in Size of Network is slightly higher in 
Mothers with disabled children than the Fathers with disabled children. But lower 
t-value as well as larger p value (.196) indicates that there is no statistically 
significant difference between Fathers and Mothers with disabled children with 
respect to their stress in Size of Network at the 5% level or at the 95% CI. 


On the above mentioned analysis and interpretation, we can accept the Ho2 because 
we have no statistically significant evidence at a =0.05 to show that there is a 
Statistically significant difference between Fathers and Mothers with Disabled 
Children with respect to their stress in Social Support as compared to other 
categorical variables of Parenting Stress. In other words, the null hypothesis-2 can’t 
be rejected on the ground of both the two components of stress in Social Support 


among those selected Parents raising children with disabilities. 


Table 4.59: Independent Samples T-Test, and MANOVA Results for the 


Difference in Stress in Social Support between Fathers and Mothers with 


Disabled Children 


Stress in Social t Relative 
Support in the importance in 
Mean SD Mean SD 
Parents with contributing 
CWSN to Group 
Differences 


1.Helpfullnes of 18.06 | 7.00 18.09 | 5.68 1.223 | .278 
Network 


*p< .05=5%, **p <0.01=1%, ***p<.005=0.5%, ****P<.001=0.1% 


As shown in Table 4.60, there are statistically significant differences between 
Fathers and Mothers of the CWSN with respect to their Child-related stress, Parent- 


related stress, and stress in Family Functioning. No statistically significant 
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difference is found between Fathers and Mothers of the disabled children with 
respect to their stress in Social Support as indicating by the lower t value (1.480) 


and higher p-value (.230). 


The lower p value (.048) of the Child-related stress sub-scale indicates that the null 
hypothesis 2 can be rejected as significant difference between Fathers and Mothers 
of the disabled children with respect to their stress in children-related stress is 
observed at the 5% level of significance. In other words, Ho2 can be rejected 
because we have enough statistically significant evidence at a = 0.05 to show the 


above mentioned statistical difference. 


Second, p-value of the Parent-related stress scale is found as 0.0262, indicating 
that there is a statistically significant difference between Fathers and Mothers with 
disabled children with respect to their Parent-related stress at the 5% level of 
significance. In other words, the probability of observing such a value by chance is 
less than 0.05. So the null hypothesis-2 can be rejected on this ground because we 
have enough statistically significant evidence at Alpha = 0.05 to show that there is 
a statistically significant difference between Fathers and Mothers of the Children 


with disabilities with reference to their stress in Parent-related parameters. 


Thirdly, p-value of the Family Functioning stress scale is found to be 0.0008, 
indicating that there is a statistically significant difference between Fathers and 
Mothers with disabled children with respect to their stress at Family Functioning 
at the 0.1% level of significance. Hence the Ho2 could be rejected with respect to 


stress in Family Functioning among those Parents raising children with disabilities. 


No statistically significant difference between Fathers and Mothers of the disabled 
children with respect to their stress in Social Support is noticed even at the 5% 
level of significance. So the null hypothesis can’t be rejected with respect to this 
ground and we may conclude that there is no statistically significant difference 
between Fathers and Mothers of the Differently Abled Children with reference to 
their stress in Social Support even at the 5% level or at the 95% CI. As mentioned 
earlier, the significance level for the given null hypothesis test is a value for which 


a P- value is less than or equal to is considered ‘statistically significant’. In this 
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case, the P value is 0.2300, so probability of observing such as value by chance is 


greater than 0.05, and hence the result is insignificant at the 0.05 level. 


4.60: Independent Samples T-Test, and MANOVA Results for the Difference in 
Parental Stress between Fathers and Mothers with Disabled Children 


Stress in Parents t Relative 
with Disabled importance in 
Mean | SD | Mean | SD 
Child contributing 
to Group 
Differences 


1.Child-related 18.02 | 5.78 | 23.21 7.56 3.48 | 0.0480* 
Stress 


3. Stress in Family | 47.80 | 7.01 | 54.21 | 9.14 | 5.48 | .0008**** 
ce 
4. Stress in Social | 17.91 | 10.7 | 17.98 | 8.10 | 1.480 | .2300 

ee 


The relative importance of different sub-scales of Parenting stress scale can be 


| 
2.Parent-related 22.30 | 4.78 | 26.23 | 5.01 4.01 | 0.0262* 2 
Stress 


displayed graphically with the help of a bar chart in order to exhibit their group 
differences (Fathers vs Mothers) based on the p-values. The following criteria is 
adopted in order to express the level of significance based on p-values or Alpha 


values : *p< .05= 5%, **p <0.01=1%, ***p<.005=0.5%, ****P<.001=0.1% 


In Figure 4.125, each bar represents the rank of the group differences among the 
four components of Parental stress scale. The lowest P-value of the group 
differences places the 1" rank, say for example, Stress in Family Functioning 
occupies the lowest p value (.0008), so places the 1“ rank in order to exhibit the 
group differences ( Fathers vs Mothers of the Differently Abled Children). This 
large p value ( typically > 0.0001) indicates week evidence against null hypothesis, 


so we can fail to reject the null hypothesis. 
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Relative Importance in Contributing to Group Differences(Father vs Mother 


4 


Rank with refence to p value 
N 


(0) 
Stress in Social Support Child-related Stress Parent-related Stress Stress in Family Functioning 


Components of Parenting Stress Scale 


Fig. 4.125: Relative Importance of Different Components of Parenting Stress 
in Contributing to Group Differences between Fathers and Mother with 
Disabled Children (Descending Order) 


On the above mentioned analysis and interpretation, the null hypothesis-2 (Hoz) is 
rejected, and it can be concluded that there are statistically significant differences 
in Parenting Stress in Father and Mothers of the disabled children with respect to 
the following three sub scales of Parenting Stress : (i) Child-related stress (ii) 


Parents related stress (ii1) Family functioning. 


4.4: Analysis And Interpretation Of Objective No 3. (To Assess The Predictors 
Of Parental Stress In Parents Of Children With Disabilities) 


To conduct the Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children, the Researcher inserted Parenting Stress as the 


Dependent Variable and four Blocks as predictor variables. 


BLOCK 1: Parents With Disabled Children’s Characteristics 


As revealed in Table 4.61, monthly income of the Parents with disabled children is 


one of the important predictors controlling their stress in rearing a disabled 
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child, especially the following four categories of monthly income are very much 
significant components of parental stressors : below Rs 3000, Rs 3001- 8000, Rs. 
8001- 15000, and Rs. 1501-40000. When the scores on the Revised PSI are the 
dependent measure, four categories of Monthly income of the Parents with disabled 
children are significant and accounted for 67% ( below Rs. 3,000) , 66% ( RS. 
3001-8000), and 45% ( Rs 8,000-15,000 ) of variance respectively. The fifth Row 
i.e Parents with disabled children, whose monthly income were more than 
Rs.40,000 are acted as marginally significant predictor. Additional variability is 
accounted as .8 for Row 1; .12 for Row 2, and .14 for Row 3. No additional 
variability is present for the last two Rows. The total model is significant and 
accounted for 56% of the variance with a high t- value indicating that the effect 
size is statistically significant. For Row 2 (Rs.15,000- 40,000), the t-value of 2.6 
predicting that the observe difference is twice the size of the variability in the given 


data as mentioned above. 


Table 4.61: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as the Dependent Variable 


and Monthly Income of the Parents entered as Predictor Variable) 


(.57) 


More than Rs 1,19 26 4. as 24 1.96* 
40000 


As revealed in Table No. 4.62, educational level of the Parents with disabled 
children is not a significant predictor affecting their stress in rearing a disabled 
child. The total model of educational level of the Parents with disabled children is 
significant and accounted for 8% of variance with lower t-value (0.78) indicating 


non significant at the 5% level. Although the following two categories of 
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educational level of the Parents with disabled children (i.e. illiterate and pre- 
primary) are moderately significant components of parental stressors as indicating 
by their t- value mentioned in the table. When the scores on the Revised PSI are the 
dependent measure, requisite three categories of educational level of the Parents 
with disabled children (Row 3-5) are not significant and accounted at 5% and can’t 
be recognised as an important stressor for the Parents with disabled children. 
Additional variability is accounted as 09 % for Row 1; .03% for Row 2, and .05 % 
for Row 3. No addition variability is present for the last two Rows. The highest and 
lowest categories of educational level of the Parents with disabled children as 


indicating by the t- values fall into illiterate (t=1.98*) and high school (t=0.60). 


Table 4.62: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as the Dependent Variable 


and Educational Level of the Parents entered as Predictor Variable 


Row | Educational Level | df | R°(.08) | R2change | Fehange t 
of the Parents (0.78) 

fl cee Gt Pe lel ele 

C2 eee ee |e eee 


aa See 


As revealed in Table No.4.63, no. of earning members in the family of the Parents 


with disabled children is one of the important predictors controlling their stress in 
rearing a disabled children, especially the following three categories of earning 
members in the family are very much significant components of parental stressors : 
both were employed (t=4.60), only mother was employed ( t=4.26), and only father 
was employed (t=3.08) at 1% level of significance. When the scores on the Revised 
PSI are the dependent measure, one category of monthly income of the Parents 
with disabled children i.e. both father and mother were employed are moderately 


significant and accounted for 35% of variance with no additional variance ( t value 
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= 1.98*). Additional variability is also accounted as .10 for Row 1; and .14 for Row 
2 respectively. No addition variability is present for the last two Rows. The Row 3 
represents the t- value of 1.98 predicting that the observe difference is near about 


twice the size of the variability in the given data. 


Table 4.63: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as the Dependent Variable 


and No. of Earning Member(s) in the Family entered as Predictor Variable) 


Row | No. of Earning df F change 
Member(s)in the 
Family 
als 


1 Only Father is 10.04 
employed 


t 
(2.76**) 


Both Father and 


As revealed in table 4.64, only one category of the type of family of the Parents 


Mother are employed 


Both are unemployed 


Only Mother is ; 48 | 4.26*** 
employed 
| | 


with disabled children (i.e. Nuclear family) is important predictor controlling their 
stress in rearing a disabled children and another two categories of family are less 
important and they are not significant at the 5% level as indicating by the their t- 
values ( below 2.0). When the scores on the Revised PSI are the dependent 
measure, one category of type of family of the Parents with disabled children 1.e. 
nuclear family are moderately significant and accounted for 36% of variance with 
.06% additional variance ( t value = 2.28*). For Row 2 (joint family), the R? 
variance is significantly lower than the nuclear family estimated as 12% with 8% 
additional variance. Additional variability is accounted highest for Row 4 
(Grandparent family) as 12% respectively indicating that stressor elements are 
come from another members in the family of the Parents with disabled children. 


The total model of type of family of the Parents with disabled children is 
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significant at the 5 % level with 24% of variance and is recognized as an important 


source of stressor in the present study. 


Table 4.64: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as the Dependent Variable 
and Type of Family entered as Predictor Variable) 


Row | Type of the df =| R2(.24) | R2ehange | F change t 
i (2.08**) 


1 | Nuclear We 36 12.0 4 | 2.28*** 
ee fee Sool ceed eal tek Laan 


2 iri [1.20 |p |g t0 ae ane 


As illustrated in Table 4.65, only one category of the type of marriage of the 
Parents with disabled children ( i.e. others) is an important predictor controlling 
their stress in rearing a disabled child and another two categories of marriage are 
less important and they are not significant at the 5% level as indicating by the their 
t- values (below 2.0). When the scores on the Revised PSI are the dependent 
measure, one category of marriage, especially rape marriage is moderately 
significant and accounted for 14% of variance with 12 % of additional variance ( t 
value = 1.88*). For Row | (love marriage), the R’ variance is slightly higher than 
the arranged marriage estimated as 10% and 7% respectively. Additional variability 
is accounted highest for Row 3 (other type of marriage) as 22% respectively 
indicating that stressor elements are moderately present at 5% level of significance. 
The total model of type of marriage in the Parents with disabled children is not an 
important predictor of parental stress and accounted for only 12 % of variance with 
lower t- value (1.12). It is a vital aspect of the current study that type of family is 
not recognised as an important sources of Parental stressor as revealed in several 
other studies conducting in western countries indicating the cultural difference 
from the western civilization. This conclusion is supported and predicted by the 
values of Beta and F change for all these components of type of marriage of the 


Parents with disabled children as revealed in the study. 
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Table 4.65: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as the Dependent Variable 


and Type of Marriage entered as Predictor Variable) 


Row Type of R2. 12) R2 change F change t (1. 12) 
aad 


Sad alae 1, 20 
Marriage 
epee pepe pape 


As revealed in Table 4.66, poor physical or mental health of the Parents with 


disabled children is one of the important predictors controlling their stress in 
rearing a disabled child, especially the following three categories of poor physical 
or mental health of the parent are very much significant components of parental 
stressors. So we can conclude that only Mothers and Fathers of the disabled 
children as well as both fathers and mothers of the disabled children had been 
suffering from poor physical or mental health. When the scores on the Revised PSI 
are the dependent measure, one category of poor physical or mental health of the 
Parents with disabled children ( i.e. both fathers and mothers of the disabled 
children occupied poor physical or mental health) is highly significant and 


accounted for 53% of variance with additional 16% of variance. 


The total model of poor physical or mental health of the Parents with disabled 
children is significant and accounted for 51% of the variance with a high t- value 
(4.67***) indicating that the effect size is statistically significant at 1 %. For Rows 
1 & 2, the variances are estimated as 36% and 32% respectively. The additional 
variances are estimated for Rows | and 2 as 10% and 8% _ respectively indicating 
that there are hidden sources of stressors present in them. This result is found on 
the basis of statistically significant level, and not on the ground of reality. So this 


generalization need to be accepted with much caution and sincerity. 
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Table 4.66: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as the Dependent Variable 
and Poor Mental / Physical Health of the Parents entered as Predictor 
Variable) 


Poor Physical df R2 | R2change | Fehange | B t (4.67***) 
/Mental Health (5D 

of the Parents 

Mother of the LON 36 .10 12.0 36 226 
com 


Both Mother and 53 58 5.20*** 
Father of the 
Disabled Child 


Referring to Figure 4.67, we can highlight the perception of the Parents with 


2 Father of the 1,20) .32 11.0 46 aor 
Disabled Child 


disabled children with regard to their sexual-relationship. As revealed in the study, 
one category of sexual-relationship ( 1.e. unsatisfied) of the Parents with disabled 
children is moderately significant at 5% and accounted for 38% of variance with 
greater t-value (2.06). Another category of response related to sexual-relationship 
of the Parents with disabled children is also slightly significant at 5%. The total 
model of sexual-relationship of the Parents with disabled children is moderately 
significant at 5% , and accounted for 26% of variance. Sexual-relationship among 
the Parents with disabled children is one of the vital concerns that may affect their 
married life. As mentioned in Chapter —II ( Review of Literature), several Parents 
with disabled children were unsatisfied in the married life due to the giving birth of 
a disabled children in the family. Most of the fathers blamed their spouse that their 
wives were responsible for creating the horrible situation. Sexually unsatisfaction 


leads to marital conflicts as revealed in the present study. 
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Table 4.67: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as the Dependent Variable 


and Sexual-Relationship of the Parents entered as Predictor Variable) 


Sexual- df R (.26) R’ change F change t (1. 98) 
Relationship 
Ga A Ll 


Satisfied 1,19 
a 


Ee ham hot? 
Unsatisfied 
Ga si Hel Sl se lal Sl 


The total model of the thinking about the future of the disabled children is also an 


important predictor of parental stress and accounted for 58 % of variance with 
higher t- value (5.56 ***) at 1 % level of significance. This conclusion is supported 
by the value of beta and F change for all components of the sample under taken in 


the present study. 


As illustrated in Table 4.68, only two categories of the Parents’ perception 
regarding the future of disabled children (i.e. Horrible & Extremely horrible) are 
significant predictors affecting their stress in rearing a disabled child and another 
two categories of Parents’ perceptions regarding their disabled children (i.e. 
Prosperous & not so bad) are less important, and not significant at the 5% level as 


indicating by their lower t- values ( below 2.0). 


When the scores on the Revised PSI are the dependent measure, two categories of 
Parents’ perception regarding their disabled children are highly significant and 
accounted for 58% & 48% of variance respectively. Additional variance is also 
accounted for Row 3 (i.e. Horrible) as 6%. Only Rows 3 & 4 are highly significant 
and recognised as important predictors of parenting stress in Parents with disabled 


children with greater t-values (Row 3 =5.68 , Row 4 =4.98). 
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Table 4.68: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as the Dependent Variable 
and Thinking About the Future of the Disabled Children entered as Predictor 
Variable) 


Row | Future of the df R (.58) R change F change B T (3.56) 
Disabled 
Children 


a es 


in il 
il al A cad 


a 1,19 14.56 | .46 4.98 *** 
horrible 


Below in Figure 4.126, t-values of different predictor variables associated with 
Parents with disabled children’s characteristics (Block-1) are displayed graphically 
with the help of a Bar Chart. The greater t-value is associated with the predictor 
variable, namely thinking about the future of the disabled children (5.56), followed 
by poor physical or mental health of the Parents with disabled children ( t= 4.47), 
monthly income ( t = 4.06), no. of earning member(s) in the family ( t= 2.76), type 
of family ( t=2.08), and lastly sexual-relationship of the Parents with disabled 


children. 


So it can be concluded that among the seven predictor variables associated with 
Parents with disabled children’s characteristics (block-1), two predictors, namely 
type of marriage and education level of the Parents with disabled children are not 


statistically significant at the 5% level. 


Three predictors ( thinking about the future of the disabled children, poor physical 
or mental health of the Parents & monthly income of the Parents) are highly 
significant at the 0.1% level. Another two predictor variables such as no. of earning 
member(s) in the family and type of family are moderately significant at the 5%. 


level ( See Figure 4.126). 


291 


T-values of Parents with Disabled Children's Characteristics 
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Fig. 4.126: T-Values of Different Predictors related to Parents with Disabled 
Children’s Characteristics (Block-1) 


BLOCK -2 : Disabled Children’s Characteristics 


As illustrated in Table 4.69, only three categories of the age of the disabled children 
( 1.e. 8-12 years, 13-15 years, 16-19 years) are significant predictors controlling 
their stress in rearing a disabled child and another one category of age of the 
disabled children (i.e. 20 years and above) is less important and not significant at 
5% , indicating by their t- value ( below 2.0). When the scores on the Revised PSI 
are the dependent measure, one category i.e. 8-12 years age group of the disabled 
children is highly significant and accounted for 26% of variance with 6% of 
additional variance ( t value = 3.36**). The Rows 2 and 3 are also significant at 5% 
with 12% and 8% of variance respectively. Additional variability is also accounted 


for Rows 2 and 3 as 6% and 0.8% respectively. 


The total model of present age of the disabled children is also an important 
predictor of parental stress and accounted for 22 % of variance with moderate t- 
value (2.56 **) at 5 % level of significance. This conclusion is supported by the 
values of beta and F change for all components of the sample under taken in the 
present study. Thus it may be noted that present age of the CWSN need to be 


assessed with respect to other variables as mentioned in the current study. 
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Table 4.69: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as Dependent Variable and 
Present Age of Disabled Children (Block -2) entered as Predictor Variable 


Row | Present Age of the | df R°(.22) | R’ change | F change | B t (2.56) 
Disabled Children 
ja ll ll 


il dl nl all ial 
a ca a ll 
roe eer 


Table 4.70 represents the results of Multiple Regression Analysis, exhibiting that 
the time of diagnosing disability is a significant predictor of Parental stress in 
rearing a disabled child. When the scores on the Revised PSI are the dependent 
measure, all categories of the time of diagnosing the disabilities in the children are 
moderately significant and accounted for 26% of variance ( t-value =2.68**). It 
may be noted that among the five categorical variables Row | ( at the time of birth) 
is significant at 5% level and accounted for 48% of variance and 24% of additional 
variance (t = 3.68). The Row 2 is also significant at 5% level with 37 % of variance 
and 11 % of additional variance respectively. Row 3 (6-12 month) is accounted for 
23 % of variance. Additional variability is also accounted for Row 3 as 0.9%. No 
additional variability is accounted for Rows 4 and 5. T-values for all five Rows of 
the time of diagnosing disabilities are higher than 2.0, indicating that all five 
categorical variables are considered as predictors variables for studying the stress 
of the Parents with disability. This conclusion is supported by values of Beta and F- 
change for all components of the sample under taken, and several studies 
conducted in both Indian and Western countries as mentioned in the Chapter-VI 


(Discussion on the findings) also lays emphasis on the reliability of this findings. 


Table 4.70: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as Dependent Variable and 


Time when Disability Diagnosed (Block -2) entered as Predictor variable 
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Row | Time when “1R F change t (2.68) 
Disability Gade 
Diagnosed 

a ee ee eee 
birth 


As illustrated in Table 4.71, the gender is a significant predictor of Parental stress 


in rearing a disabled child. When the scores on the Revised PSI are the dependent 
measure, female gender (disabled child) is moderately significant and accounted 
for 46% of variance with no additional variance ( t-value =2.36**). The Row | is 
also significant at near about 5% level with 12 % of variance. The total modal of 
gender of the disabled children is accounted for 32% of variance, indicating that it 


should be considered as a predictor variable for parenting stress. 


Table 4.71: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as Dependent Variable and 
Gender of the Children (Block -2) entered as Predictor Variable 


Row Gender of the df | R632) | R change | Fchange B T 
Disabled Children (2.06) 


es a (ae a a 
Pp ee ee ape 


As revealed in Table 4.72, two categories of birth order of the disabled children 1.e. 


(Rows | & 4) are moderately significant at the 5 % level. When the scores on the 
Revised PSI are the dependent measure, the total model of the birth order of the 
disabled children is moderately significant at 5 % and accounted for 22% of 
variance ( t-value =2.06**). The Rows 2 & 3 are not also considered as significant 


predictors of parental stress at the 5% level. 
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Table 4.72: Hierarchical Multiple Regression Analysis (HMRA) for Parenting 
Stress in Parents with Disabled Children (Parenting Stress as the Dependent 
Variable and Birth Order of the Disabled Children (Block -2) entered as 


Predictor Variable 


Row | Birth Order of | df. | R°°°? | R’ change | Fenange B t (2.06) 
the Disabled 
Child 


SR Gl Ra al cl 


pretreat} ep t a 
i a ce a 


me aes 1,17 2: a 
three 


We know that Hierarchical Multiple Regression is a framework for model 
comparison rather than a statistical method. In many cases, the present researcher’s 
interest was to determine whether newly added variables show a significant 
improvement in R*. Depending on statistical software, we can run hierarchical 
regression with one click (SPSS) or do it manually step by step (R). Here the 
researcher adopted the second procedure in order to get an exact picture of 
Parenting stress in Parents raising Children with disabilities with special reference 
to Birth Order of the Disabled Children in the family. The same procedure was 
applied in other cases also. HMRA shows if variables of the researcher’s interest 
explain a statistically significant amount of variance in DV (Dependent Variable) 


after accounting for all other variables. 


As revealed in Table 4.73, the total model of the additional handicap of the disabled 
children is significant at 5% and accounted for 38% of variance ( t-value =3.43 **), 
The Rows 2 & 3 are not considered as significant predictors of parental stress at 
5% level of significance. On the other hand, additional handicap of the disabled 
children could be recognised as a highly significant predictor of parental stress as 


revealed in the study. 
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Table 4.73: Hierarchical Multiple Regression Analysis for Parenting Stress in 
Parents with Disabled Children (Parenting Stress as Dependent Variable and 
Additional Handicap in the Disabled Children (Block -2) entered as Predictor 
Variable 


Row | Additional dp VR OTR pice) Popcase p t (3.43) 
Handicap 
aca Oa ll Kc 


Gal id al Rl 


From Table 4.69-4.73, it is evident that age of the disabled children, time of 


diagnosing the disabilities, gender of the disabled children, birth order of the 
disabled children, and additional handicap are recognised as important predictors of 
parental stressor for the Parents with disabled children. Additional handicap in the 
disabled children is considered as the highest type of parental stressor (t= 3.43) 
among the disabled children’s characteristics (Block-2) as revealed in the study. 
Gender and birth order of the disabled children are recognised as moderately 
significant predictors of parental stress for the Parents with disabled children ( See 
Figure 4. 127). 


Fig. 4.127: T-Values of Parenting Stress related to Disabled Children’s 
Characteristics (Block-2) 
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BLOCK 3: Family Functioning Of The Parents With Disabled Children 


As illustrated in Table No. 4.74, the total model of family functioning of the 
Parents with disabled children is also an important predictor of parental stress and 
accounted for 48 % of variance with high t-value (4.68 ***) at the 1 % level of 
significance. This conclusion is also supported by the values of Beta and F change 
for all components of the sample under taken in the present study. The component 
of Adaptability of the Family Functioning of the Parents with disabled children is 
accounted for 51% of variance with 12% of additional variance. It is statistically 
significant at the 5% level. The t-value of the Cohesion of the Parents with disabled 
children is estimated as 4.68 indicating a highly significant predictor variable at the 


1 % level of significance for the Parents with disabled children. 


Table 4.74: Hierarchical Multiple Regression Analysis for Parenting Stress in 
the Parents with Disabled Children (Parenting Stress as the Dependent 


Variable and Family Functioning (Block -3) entered as Predictor Variable 


Family R2. 48) R2 change F change t (4. 68) 
Functioning 


BLOCK 4: Social Functioning Of The Parents With Disabled Children 


As revealed in Table 4.75, the total model of Social functioning of the Parents with 
disabled children is also an important predictor of parental stress and accounted for 
38 % of variance with greater t-value (3.28 ***) at the 5 % level of significance. 
This conclusion is also supported by the value of Beta and F change for all 
components of the sample under taken in the present study. The size of network of 
the Parents with disabled children is accounted for 21% of variance with 9% of 
additional variance. The t-value of the size of network of the Parents with disabled 
children is estimated as 1.27 indicating a non significant predictor variable at 5 % 


level of significance. Another predictor variable i.e. helpfulness is highly 
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significant at the 1% level of significance with 58% of variance and also an 


important predictor of stress for the Parents with disabled children. 


Table 4.75: Hierarchical Multiple Regression Analysis for Parenting Stress in 


Parents with Disabled Children (Parenting Stress as Dependent Variable and 


Social Functioning (Block -4) entered as Predictor Variable 


Social df R°(.38) | R’ change Foun | 2 t (3.21) 
Functioning 


Hypothesis Testing-3 


4.4.1: Ho3: There is no significant relationship between the Parenting Stress 
and the following Predictors with reference to the Gender Difference in 
Fathers and Mothers with Disabled Children: 

(1) Monthly Income in the Family 

(ii) Educational Level of the Parents 

(111) Type of Family 

(iv) Type of Marriage 

(v) Poor Physical/Mental Health of the Parents 

(vi) Sexual Relationship 

(vii) Future of the Disabled Children 

(viil) Gender of the Disabled Children 

(ix) Age of the Disabled Children 

(x) Birth Order of the Disabled Children 

(xii) Time of Diagnosing Disability 

(xiii) Additional Handicap in the Disabled Children 
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In the current study, the aforesaid Predictor Variables (PV) were assessed with the 
help of CPA in order to find the relationship between the Parenting Stress and their 


Predictors with reference to Fathers and Mothers having Children with disabilities. 


4.4.1.1: Confirmatory Path Analysis To Justify The Relationship Between The 
Parenting Stress And Their Predictors With Reference To Fathers And 
Mothers With Disabled Children 


Figure 4.128 and 4.129 illustrates the result of a model calculation on the empirical 
basis of the samples of 200 Parents ( fathers =200, mothers=200) with disabled 
children. The coefficients in both models are standardized path coefficients 
indicating the relative strength of the connection between the relevant variables ( 
minimum, 00; maximum, -/+1.00). All significant path are displayed in red line. 
Covariance of the variables used in the model with respect to their correlations, 
although it is not shown in the graph for reason of clarity. It is expected that all 
other statistical benchmarks for assessing the overall structure of path models are 
very good. The sample size of n=200 in each case is large enough to keep the risk 
of false conclusions as low as possible. The path model reflects the variances and 
allows us to explain a large part of both parental stress experience and child related 
problems. We know that Path Analysis or Structural Equation Modeling (SEM) is 
used to test the fit of a hypothetical model with the given empirical data. The 
present Researcher here utilized AMOS -20 version software package running 
under SPSS (downloaded from the website of David A. Kenny; available at 
http://davidakenny.net/cm/causalm.htm) in order to conduct the CPA as mentioned 
in the study. In order to avoid complexity in the model, Alternative Model or 
Alternative Relationship among the variables was avoided. Parenting stress among 
the Parents with CWSN was estimated on the basis of both Direct and Indirect 
Effect, and Pearson’s Zero Order Correlation. Technical help was adopted from 
Ph.D. Research Scholars, Dept. of Statistics, NEHU, Shillong as well as from 


concerned websites while interesting data on the software. 


With regard to the fathers with disabled children, the present study accounts for 48 
% of overall variance for the fathers with disabled children’ stress experience and 
42 % of the variance for the child related characteristics. On the other hand, with 


respect to the mothers with disabled children the study accounts for 47 % of all 
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overall variances and 45% of the variance for the child related characteristics. It is 
noted that about 52% or 58 % of the fathers with disabled children’s model 
variance, and 53% or 55 % of the fathers with disabled children’s model variance 
could not be explained by the variables. It is found that variables affecting the 
fathers’ (.54) and mothers’ (.60) total tress experience have a highly significant 


correlation to variables that describe disabled children’s characteristics. 


Table 4.76: Explaining Parenting Stress Scores: Partition Into Direct and 


Indirect Effects (Fathers, N=200) 


1.Monthly Income 


2.Educational Level 
3.Type of Family 
4. Type of Marriage 


5.Poor Physical/ 

Mental Health of the 
Parents 

6.Sexual Relationship 

of the Parents 


7.Thinking about 
Future of the pee 


Child 


8.Gender of the Disabled 
Child 


9.Age of the Disabled 
children 


10.Birth Order of the .10 .10 .O1 
Me Tote of diagnosing the -.14* 
Poe 


12.Additional Een a ee a 


p<.05, **p<.001 


Note: Redundancy is the difference between the zero-order correlation and the total 


effect. Significance is noted for direct effects and zero order correlations only. 
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Table 4.77: Explaining Parenting Stress Scores: Partition Into Direct and 


Indirect Effects (Mothers , N=200) 


Variables Direct | Indirect Total Redundancy | Zero-order 
Ee a eee 
1.Monthly -.13* 13 -.19 iS eae 
fmm | 
2.Educational -.12 
tere 
ieee Sle eee eee 
freee fe Te 
5.Poor Physical/ oll Oe -.19 13 aoe 
Mental Health of the 
Parents Mie Peis 
6.Sexual Relationship -.12* -.12 -.05 -.17* 
aa a ee 

-.11 -.02 -.13 -.17 

Future of the CWSN 


8.Gender of the | 0. 
Disabled Child 
9. Age of the Disabled | .1 

Children 

10. Birth order of the | . 

Disabled Children 

11.Time of diagnosing -.12 

the disability 

12.Additional Handicap 
13. Stress Experience eet 


p<.05, **p<.001 


7 
16 
12 


ea 
-.18 

ad 

pee 


Note: Redundancy is the difference between the zero-order correlation and the total 


effect. Significance is noted for direct effects and zero order correlations only. 


As illustrated in Tables 4.76- 4.77, parental stress in fathers and mothers with 
disabled children is influenced by both the Parental personal characteristics and 
disabled children’s characteristics. With respect to the monthly income of the 


Parents with disabled children, father’s stress experience is greater than mothers. 
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The direct effect for fathers with disabled children’s stress experiences with regard 
to their monthly income is accounted for 0.18 with no additional indirect effect. On 
the other hand, the direct effect for mothers’ with disabled children’s stress 
experience is accounted for 0.13 with no additional indirect effect. Redundancy and 
zero order correlation are estimated for parenting stress with respect to their 
monthly income as -.20 and -.38 (fathers with disabled children), and -.23 and -.32 
(mothers with disabled children). 


With respect to the educational level of the Parents with disabled children, there is 
no direct effect on Parenting stress, although indirect effect is estimated for both 
gender (fathers and mothers with disabled children) as 0.6. Redundancy and zero 
order correlation are estimated for parenting stress with respect to their educational 
level as -.06 and -.10 (fathers with disabled children) , and -.06 and -.12 (mothers 
with disabled children). 


With regard to the type of family, no direct effect is estimated for parenting stress 
in fathers and with disabled children, although indirect effect is accounted for 
fathers with disabled children as .05 and mothers with disabled children as .09. 
Redundancy and zero order correlation are estimated for parenting stress with 
respect to their monthly income as -.11 and -.16 (fathers with disabled children), 
and -.09 and -.18 (mothers with disabled children). 


With respect to type of marriage, no direct effect is estimated for parenting stress in 
fathers and mothers with disabled children, although indirect effect is accounted for 


both fathers and mothers with disabled children as 0.7. 


With regard to poor physical or mental health of the Parents, direct effect is 
estimated for fathers with disabled children as .16 and for mothers with disabled 
children as .19 with no indirect effect. Redundancy and zero order correlation are 
estimated for parenting stress with respect to their poor physical or mental health 
as -.10 and .26 (fathers with disabled children), and .19 and .32 (mothers with 
disabled children). 


With respect to the sexual relationship of the Parents with disabled children, the 
direct effect is accounted for fathers with disabled children’s as .14 and for mother 


with disabled children’s as .12. Redundancy and zero order correlation are 
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estimated for parenting stress with respect to their sexual relationship as -.03 and - 
.17 (fathers with disabled children), and -.05 and -.17 (mothers with disabled 
children). 


With respect to the thinking about the future of the disabled children, fathers with 
disabled children experienced more stress ( direct effect =.18, indirect effect =.04 , 
total effect. 22) than mothers with their disabled children ( direct effect =.11, 
indirect effect =.02, total effect = .13). 


With respect to the gender of the disabled children, the fathers with disabled 
children experienced more stress (direct effect =.15) than the mothers with disabled 
children ( direct effect = .12). No indirect effect is accounted for parental stress 


with respect to the gender of the disabled children. 


With respect to age of the disabled children, the fathers with disabled children 
experienced more stress than the mothers with disabled children. The direct effect 
of the age of the disabled children on their mothers’ stress is estimated as .17, 


whereas on fathers’ stress it is estimated as .11 only. 


With respect to birth order of the disabled children, mothers with disabled children 
experienced more stress than fathers with disabled children. The direct effect of 
the birth order of the disabled children on their mothers’ stress is estimated as .16, 


whereas on fathers’ stress it is estimated as .10 only. 


With respect to the time of diagnosing the disabilities, fathers with disabled 
experienced more stress than mothers with disabled children. Direct and indirect 
effects are accounted for fathers with disabled children as -0.5 and -0.7, vis-a-vis, 


for mothers with disabled children as .06 and -.12 respectively. 


With regard to additional handicap in the disabled children, the mothers of the 
disabled children experienced more stress (direct effect = .08, indirect effect= .10, 
total effect= .18 ) than the fathers of the disabled children ( direct effect =.06, 
indirect effect =. 08, total effect = .14). The zero order correlation value is greater 
in case of mothers with disabled children (.19) rather than the fathers with disabled 
children (.16) with respect to the additional handicap in the disabled children ( See 
Fig. 4.128 & 4.129). 
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Figure 4.128: Confirmatory Path Analysis (Fathers with Disabled Children, 
N= 200) 
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the Parents 
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Figure 4.129: Confirmatory Path Analysis (Mothers with Disabled Children, 
N= 200) 
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4.5: Analysis And Interpretation Of The Case Study To Find Out Anxiety 
Symptoms Of The Parents With Disabled Children (Objective No. 4) 


To find out the anxiety symptoms of the Parents with disabled children, total eight 
Parents of four types of disabled children (ID, VI,HI and ASD) who live in 
Kolkata were selected. As revealed in Table 4.78, eight Male (Father of the 
Disabled Children) as well as eight Female (Mothers with Disabled Children) were 
selected for conducting the case study with reference to their anxiety symptoms. At 
first, four types of disabled children ( ID, VI, HI, and ASD) were identified before 
conducting the case study of their Parents. Among the sixteen respondents or eight 
Parents with disabled children, two respondents were identified as illiterate 
(Mother of Male VI Children & Father of Female VI Children). Only one 
respondent (Mother of Female ASD Children) obtained elementary school 
certificate. Four respondents obtained graduate course. Three respondents obtained 
Masters’ degree in different subjects. Others obtained Higher Secondary courses in 
different boards. The respondents were engaging with varieties of profession, 
namely business, workers, private company job, housewife, private tuition, clerk, 
Anganwadi worker etc. With respect to family size of the Parents with disabled 
children, only two families ( Case No. 3 & 5) were consisted of four members in 
the family. Others families with disabled children were including more than four 
members in their families. Most of the families were consisted of two children ( 
Case No. 2-6). Family of the Case No.1 was consisted of five children. Families of 
Case No. 7 and 8 were consisted of four and three children respectively. With 
regard to religion of the Parents with disabled children, two types of religion were 
selected i.e. Hinduism and Islamism. Case No. or families of 2, 3, 4, 6 & 8 were 
selected from Hinduism , on the other hand, families of 1, 5, & 7 were selected 
from Islamism. All the eight families had only one disabled children except the 
family no 1. i.e. Family of Male Intellectual Disabled Children. The data of all the 
sixteen respondents shows that their age ranges between 30-48 years. Significant 
age gaps is found in the Parents with Male Intellectual Disabled Children ( Father = 
52, Mother = 40) as well as in the Parents with Female ID Children (Father = 49, 
Mother = 34). Demographic information of such Parents can help us to conduct the 
case study thoroughly in order to find out their anxiety symptoms in rearing their 


children with disabilit 
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Table 4.78: Demographic Information of the Parents with Disabled Children 


Gender of | Typeof | Educational | Occupation of the | Age of the | Family Size | No. of Religion Other 
the Disabled | Level of the Parents Parents Child Persons with 
Parents Children Parents Disability 
ID High School Clerk a 5 Islamism Nil 
(Male) 
40 


2 F ID Masters Teaching 49 3 2 Hinduism 1 

(Female) 

Private Company 
M Graduate Job 34 

3 F VI High school Worker 38 4 Z) Hinduism Nil 

(Male ) 

Illiterate Business Hinduism 
(Female) 
ee 
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Upper Business 
Primary 


Masters Businessman 
Gab 
Teaching (Primary 
School) 


Hinduism 


Nil 
36 
Graduate Business 36 10 4 Islamism Nil 
ae 
HLS. Anganwadi Worker 30 
38 7 3 Nil 
36 


Graduate Business 
(F aon 
Elementary Pity trader 


Note : F = Father with Disabled Children, & M = Mother with Disabled Children 


Hinduism 
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Table 4.79 reveals the demographic information of the disabled children whose 
Parents were selected for studying the anxiety symptoms in rearing them. As 
illustrated in the table 4.76 as well as 4.77, eight children with four types of 
disabilities were selected before conducting the final study in order to find out 
anxiety symptoms of their Parents. With reference to the gender of the disabled 
children, four male as well as four female children with disabilities were identified. 
With reference to the age of the children with disabilities, all were selected between 
the age group of 14 -19 years. Among the eight disabled children, five ( Case 1, 4, 
6, 7, & 8) were studying in class VI under W.B.B.S.E. Another two children with 
disabilities ( Case 3. & 5) were studying in class IX under the same board. Only 
one children with disability ( Case 3) were studying in class VII under W.B.B.S.E. 
With respect to school entrance age, the study found that four children with 
disabilities (Cases 2 ,5, 6 &7) were admitted to school at the age of seven. Three 
children with disabilities ( Case No.1, 3 & 7 ) were admitted to school at the age of 
eight. Only one child with disability (Case 4) was admitted to school at the age of 
nine. With respect to birth order of the disabled children, three were identified as 
one (Case No. 2, 3 & 6 ) vis-a-vis, five were identified as two ( Case No. 1, 4, 5, 7, 
& 8). Besides, only two children with disabilities ( Case No. 2 & 7) were identified 
as additional handicap. Requisite six Differently Abled Children did not experience 


additional handicap in their daily lives as revealed in the case study. 


As mentioned earlier, additional handicap in the Differently Abled Children, their 
birth order, type of disability, gender etc. are the significant predictors of Parental 
stress. In this integrated social case study, special care was taken in order to focus 
on the affects of those predictors upon their Parents. Special care was also taken 
with reference to other predictor variables in order to realize their actual affects on 
the Parenting process, especially dealing with a CWSN in the qualitative dimension 
instead of statistical significance. A comparative analysis was also proposed with a 
view to realizing their significance while adopting a qualitative analysis. 
Qualitative analysis can help us to realize the anxiety symptoms in the Parents 
raising CWSN more accurately by creating a conductive as well as living situation, 
although anxiety symptoms has been considered a clinical issue and these were 


often measured in previous literature with the help of statistical techniques. 
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Table 4.79: Demographic Information of the Disabled Children 


On set of Birth | Other 
the Order | Type of 


Impairment Disability 


= 
on 
‘Ss 
Dn 
= 
om 


7 years old 


3 years and 


2 month old 


13 th month 


4.5.1:The Reaction Of The Parents To Their Child’s Disability At The 


Beginning Of The Problem 


On the basis of the interview guide and leading questions, parents with Differently 
Abled Children reported their initial reactions about their children’s disability when 
the problem occurred in the family (See Appendix-V: A. Checklist about 
Demographic and Socio-Economic Conditions of the Parents with Disabled 
Children & B. Questionnaire for the Parents with Disabled Children to Identify the 
Parental Initial Reactions after Diagnosing the Disability in the Child). As 
mentioned earlier, special attention was taken from the expert persons with respect 


to conducting the case study in a conductive or living environment. 
Case 1 (Parents with Male ID Child): 


The Father of the Male child with ID at the beginning something covered the edges 
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of his eyes. During that time he took the child to the holy water. But through time 
his eyes were totally covered by it. He said: 

“I was shocked and confused. Some advised me to take the child to medical 
treatment. But the doctors told me the problem was beyond their level. But my 
parents and relatives consoled me and assured that it is a natural laws of nature 
and so many Parents have Disabled Children. My maternal uncle is also a 


a” 


handicapped person. 


Mothers of the Male ID child, on the other hand, after hearing the news was 
frustrated and she said to God: 
“Why do you punish me twice? ... Is it my own sin or another? God is so cruel 


towards me | ” 


She believed the problem was created due to their lack of knowledge about the 
negligence in sexual-life. Hence she decided to obey the rules of God. She had a 
strong belief that if he obeyed the words of Almighty God properly, her son would 
be definitely cured one day and she bore this expectation in her hearts. Then she 
prayed every day for their son. Her best wish was to see his blind son in better life. 


He didn't want his son to be beggar. 
Case 2 (Parents with Female Intellectually Disabled Child): 


Father of the Female ID Child reported that he took the child to traditional healer 
for treatment. Although the traditional healer gave medicine for the child, the 
medicine (treatment) did not cure the problem. The traditional healer demanded 
that the cause for the child’s illness was the inhibition of some evil spirit in their 
house. He informed: 

“I was shocked and terrified with the problem. I discussed with my wife and 
decided to take the child to medical treatment.” 

Then the Mother took the Female child to clinic and the nurse told her to take the 
child to hospital. The problem was beyond the capacities of the clinic. 

She said to God: “Jt was better to kill me instead of showing my child being a mad. 
It was really a horrible experience in my life.” 

She said the above statement because she lost all her hopes to get cure for the child. 


Besides, she had a perception that mad persons are helpless and useless. She did 
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not know the difference between a mad and a MR child even though she was a 
graduate. She also reported that the neighbours and relatives were coming to see 
their disabled child. Most of them were disappointed by the situation. Some of 
them advised her to go to Holy Saints in order to collect spiritual guidance and 
traditional medicines. Her neighbour advised her not to take the child for treatment. 
Because they believed that the child became mad as a result of their forefathers’ 
curse. Both of them followed the suggestions of Holy Saints, although the child 


was not cured. Then the father and mother lost their hope of cure. 
Case 3 ( Parents with Male VI Child): 


The Father of the Male VI child responded that they had gathered a traumatic 
experience for their blind child. In addition, the child was the first born for her. He 
reported how the family experienced the situation: 

“At first, when the baby was born, none knew he was blind for about a week. Both 
my mother and I did not know that he couldn't see. After a week, we realized that he 
is unable to see. We were very shocked. My wife told me about the problem. She too 
was very shocked and denied the problem (condition). ” 


The Mother of the VI child further said: 

I also used to wish it was better to be sterile than having such a baby. Especially 
when some people talked to me about what happened to me during my early age, I 
used to feel so much. Some people advised me to take the child to a wizard . Then, I 
took him more than three times but he was not cured. I considered people say that I 
am cursed to have a blind baby. Due to this I told my mother not to talk about my 
babys problem... I believe I have some natural problem when I thought of giving 
another birth, I was afraid of having the same child (blind). After four years, I gave 
birth to another normal baby and stopped worrying. Now I come to recover from 


the problem to some extent...” 
Case 4 ( Parents with Female VI Child ): 


Father of the Female VI Child reported that at the beginning, the eyes of the child 
changed its colour into something like cloud. He also reported that: 
“First his eyes became red. Then I took him to traditional healer ... The traditional 


healer told me that the son became ill due to the reflection of sunlight from water at 
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a sunny midday ... The traditional healer gave a medicine for my son but did not 
cure. Through time his eyes became swollen. Due to this I was frustrated ... soon 


after, I took him to witch doctor.” 


Soon after her Mother took the child to a nearby clinic. But she heard the problem 
was so intense and the nurse ordered further medical treatment. When he heard this 
he was shocked and worried. He said: 

“T asked my self what did I do that disappointed God I said to God, why did 


5) 


you give me such kind of problem that cannot be solved by me.’ 


According to her Mother’s report, she did not take the child to hospital for further 
treatment due to financial problem. Rather, she took her son to a local allopathic 
doctor. She strongly believed if somebody strictly obeys the words of God and 
prays, he can get everything he/she needs. They were also reported that the 
neighbours and relatives were visited the child and advised her not to be terrified 


with the problem created. 
Case 5 ( Parents with Male Hearing Impaired Child): 


The Father of the HI Child had the same experience like case 4 (Father of the VI 
children) and responded that before the child become deaf, he was taking high dose 
medicine for hey fever. After taking the medicine he might lost his hearing ability. 
Soon after my wife took him to hospital. But the medical doctor told her to take the 
child for further medical treatment to Calcutta Medical College. When she heard 
this, she was very anxious about it and cried : 

“He is the only son to me, I did not do any crime before, Why did you created me 
for suffering. Why do not you kill me” 


She did not take the child for further medical treatment due to lack of money. But 
she always prayed to God. She had similar belief on God like case 1. She always 
prayed to God. 


The Mother of the Male HI child reported that their baby couldn't get any treatment 
because his brain were injured due to sudden fall from the bed. She said: 


“T cried too much when I heard this information ”. 


After that they did not take the child for treatment. She said, 
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“What can we do, it is her fate. It is once decided by God.” 
Case 6 ( Parents with Female Hearing Impaired Child): 


Father of the Female Hearing Impaired Child reported that they spent a huge 
amount of money to cure their baby but nobody assured him to cure. He reported 
her feeling as follows: 

“IT Cried, I was asking myself that I could not get answer for the cause of the 


problem created.” 


He also reported that some of his relatives believe the causes of the son’s blindness 
was “due to inherited sin from the grandfather.” Because the grandfather of the son 
had done so many wrong deeds (immoral act) like stealing animals from persons, 


taking the agricultural land of old persons by force etc. 


The Mother of the HI child reported that she considered her life was worthless after 
the identification of her baby as a disabled child. Most of the family members 
blamed her as she was responsible for the condition of her baby. Even few 


neighbours tortured her at that time. 
Case 7 (Parents with Male ASD Child): 


For both Parents of the Male Autism child, a diagnosis of autism came as a shock, 
as they heard for the first time that their child was developing differently to others 


and was likely to always be different in some ways. 
Case 8 (Parents with Female ASD Child): 


For Father of the Female Autism child, a diagnosis came as a relief and an 
explanation after many years of doubt, questioning, self-blame and guilt regarding 
their child’s differences and difficulties. For him, a diagnosis provided access to 
services along with a better understanding of their child’s behaviour and allowed 
them to start an ‘active coping’ process that helped them focus on how to help their 


child and family. 


For Mother with Female ASD child, there was sadness and worry as their fears 


were confirmed. She continued to feel anger and frustration along with feelings of 
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sadness as they understand the long term impact of autism on their child and 


family. 


As reflected on the literature of this study, the presence of disability in the child 
affects their parent in different ways. So, parents show different reactions in their 
way of coping mechanism or parenting style. To reach the stage of acceptance, 
parents pass through different processes. These are denial and isolation, anger, 
bargaining, and depression (Trachenberg, 1992 and Ferrell, 1988). Although the 
responses of parents (respondents) above is not the only reaction, it shows that they 
pass through different feelings or reactions which is similar with the findings stated 
by the above two scholars and others. The following shows the reactions (feelings) 


of parents in relation to the stage. 
1.Shock and Denial: 


The report of Case 3 1.e. 
“After a week, we realized that he is unable to see. We were very shocked.I 
considered people say that I am cursed for having a blind baby. Due to this, I told 


J 


my mother not to talk about my babys problem.’ 
2. Anger and Sadness: 


Case 1 (“Why do you suffer me twice...” ) 
Case 5 ( “Why do not you killme...” ) 
Case 4 (“What did I do that disappointed God...’’ ) 


Case 7 (“T cried. I was asking myself that I could not get answer .. .”) 
3.Bargaining: 


This stage is already reflected by Case,3 and Case 4. For example Case (the Mother 
of the VI child) reported that after her child became blind the family took the child 


to wizard and holy water. 
4.Depression: 


Case 7 (“I also used to wish I was sterile than having such a baby.’’) Trachenberg 


(1992) states that symptoms of depression like over eating, restless, irritability are 
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associated with depression. All are present in Case 7. 
5.Acceptance: 


Case 3 ("When I thought of giving another birth, I was afraid of having the same 
child. But after four year, I gave to another normal baby and I stopped worried". 
Case 6 ("What can we do, it is her fate It is once decided by God.") 


Ferell (1988) describes all parents at one time or another experience them in this 
sequence or to this degree is open to guess. Lairy and Harrison (1973) suggest that 
parents who have reached acceptance stage are more likely to have further 
pregnancies, which may imply that the parents no longer see blindness as an over 
whelming handicap or fear that other children will be born with the same condition. 


That is why the idea of Case 3 catagorizes in the stage of acceptance. 


Furthermore, Lairy & Harrison (1973) describe reaching a point of acceptance, 
does not necessarily imply competent parenting. Trachenberg (1992) asserts that 
how parents adjust to their child’s disability depends on marital status, support 
systems, and previous life experience. When parents receive favourable support 
from the community and other agencies, they are likely to develop positive attitude 


and favourable treatment. 
4.5.2: Initial Reaction To The ASD Child 


All parents and family members reacted differently to a diagnosis of autism. For 
some parents, a diagnosis of autism came as a shock, as they heard for the first time 
that their child was developing differently to others and was likely to always be 
different in some ways. For other parents, a diagnosis came as a relief and an 
explanation after many years of doubt, questioning, self-blame and guilt regarding 
their child’s differences and difficulties. For many others, there was sadness and 


worry as their fears were confirmed. 


It is important to note that some parents continued to feel anger and frustration 
along with feelings of sadness as they understood the long term impact of autism 
on their child and family. For many parents, a diagnosis provided access to 


services along with a better understanding of their child’s behaviour and allowed 
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them to start an ‘active coping’ process that helped them focus on how to help their 


child and family. 
4.4.3: Anxiety Of The Parents With Disabled Children 


On the basis of the Checklist as provided in Appendix-V, parents reported their 


anxiety symptoms when the problem occurred. 
Case 1 (Parents with Male Intellectually Disabled Child): 


Parents of the Male ID Child reported much less anxiety symptoms than Parents of 
the Female ID Child as well as Parents of the Autism Children. But their condition 
were more serious than the Parents of the VI and HI Children. The Mother of the 
ID Children reported the anxiety symptoms to a greater extent than the Father Male 
ID Children. 


The Father of the Male Intellectually Disabled Child agreed that premature 
ejaculation/ impotency, restlessness or feeling wound-up, being easily fatigued, 
difficulty concentrating or having their minds go blank, irritability were present in 
him. But The Mother of the Male ID Child strongly agreed those mental condition. 
She also added another several condition of anxiety such as sleep problems, tension 
headache, chronic constipation, abdominal pain/burning sensation/ nausea 
/vomiting to a greater extent. She expressed her feeling is this way: 

“I know my gastric problem have increased after taking the daily hassles of my 
disabled child. Sometime I feel normal, sometimes I feel very critical condition 
although doctors demand I have no serious problem! I think they are stupid!” 


They reported that they have no history of biological or hereditary madness. 
Case 2 (Parents with Female Intellectually Disabled Child): 


Parents of the Female ID Child felt more anxious symptoms rather than the 
Parents of the Male ID Child. Even Mother of the Female ID Children was more 
anxious rather than her husband. The Father of the Female disabled children 
reported that restlessness or feeling wound-up, being easily fatigued were very 
common in him. He added: 


“T spent a critical situation in my childhood. My Parents, basically my father was 
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an arrogant person who brutally tortured me if I committed any mistakes in my 
academic life. Honestly speaking, I have a parental history of mental disorders. 
My Father is not only a mad but also brutal in his attitude! I fear him always. Even 
my uncle who is a brilliant student is a mad person. He is a famous scientist and an 


unmarried person. ” 


The Mother of the Female ID Child reported no history of hereditary madness. She 
stated: “7 spent most of my time to take care of my disabled daughter. I am afraid 
about her sexual life. Few years back she was sexually harassed by a 


neighbourhood boy.” 


Case 3 ( Parents with Male Visually Impaired Child): 


The Mother of the Male Visually Impaired Child reported higher level of stress 
than the Father of the Male Visually Impaired Child. The Father of the Male 
Visually Impaired Child reported: 

“Sometime I having a hard time talking to people.” 

The Mother of the Male Visually Impaired Child reported: 

“Yes .I am worrying for days or weeks before an event where other people will be. 


I dont feeling nauseous or sick to my stomach when other people are around.” 
Case 4 ( Parents with Female Visually Impaired Child): 


The Mother of the Female Visually Impaired Child reported higher level of stress 
than the Father of the Female Visually Impaired Child. The Father reported chronic 
constipation, sudden periods of intense fear about palpitations, pounding heart, or 
accelerated heart rate, fear about sensations of shortness of breath to a less amount 
than their spouse. The Mother of the Male Visually Impaired Child stated: 

“Yes... am staying away from places where there are other people. Sometimes I 
having a hard time making friends. But blushing, sweating, or trembling around 


J 


other people were not happen.’ 
Case 5 ( Parents with Male HI Child): 


The Parents of the Male Hearing Impaired Child reported much less symptoms of 
anxiety than Parents of the Visually Impaired child or Parents of the Intellectually 
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Disabled child. The Father of the Male Hearing Impaired child reported symptoms 
like restlessness or feeling wound-up being easily fatigued to a less amount. Other 
important symptoms of anxiety like difficulty concentrating or having their minds 
go blank, irritability, muscle tension, difficulty controlling the worry were not 
present in him. Although the Mother of the Male Visual Impaired children reported 
that she experienced those listed symptoms but very less amount and it were not 
present in all time. The Mother of the Male Hearing Impaired Child stated: 

“We have very few economic sources. Unless we increase the financial condition, 
we cant spent money for our disabled child. But I love my child too much. He also 
loves me more than my other normal child. I feel sympathy towards him. It 


J 


removes my tension.’ 
Case 6 ( Parents with Female HI Child): 


The Parents of the Female Hearing impaired child were more anxious about the 
reproductive system of their disabled child. The Father stated: 
“How can I manage a bride for my disabled girl. Nobody can marry a deaf and 


I 


dump girl unless I provide enough dowry! This increases my tension.’ 


Both of them informed that restlessness or feeling wound-up, being easily fatigued, 
difficulty concentrating , irritability, muscle tension, difficulty controlling the worry, 
sleep problems ,tension headache ,chronic constipation etc were very common for 


them previously. 


The Mother of the Female Hearing Impaired Child stated: 

“Yes! Both of us feel those symptoms previously. Now we recover from those 
difficulties as our financial condition are improving day by day. We can tackle our 
disabled child and we need to bear enough time and care for my disabled child. My 
family members are very much helpful and supportive and they also care my 


disabled child.” 
Case 7 (Parents with Male ASD Child): 


The Father of the Male Autism Child reported that he got easily fatigue for more 
than 2 years. He also reported that premature ejaculation/ impotency was his 


common problem. It was disturbing their sexual life. 
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He said: 

“T feel difficulty in controlling the worry. Even I cant sleep in the night when I 
think about the future of my disabled child. Who will take the responsibility of my 
child? The Govt. does not provide any help. I spoilt the money for the treatment of 
my disabled child and the therapist informed me that if the he stops the exercise 


J 


,the condition of my child will be worsen.’ 


The Mother of the Male Autism Child also felt the same problem. She reported that 
tension headache, chronic constipation, abdominal pain/burning sensation/ nausea 
/vomiting were common problems in her since last one year. She reported: “J 
worry about feeling humiliated, embarrassed, or rejected, or fearful of offending 
others. As we have very few economic resources, so it is very difficult to over the 
tough situation. I feel my husband will leave me in future. He scold me every time 


as if I was only responsible to give birth my baby.” 
Case 8 ( Parents with Female ASD Child): 


Parents of the Female Autism child also felt the similar problems faced by the 
Parents having Male Autism child. But their main tension was associated with 
financial aspects as well as giving daily support to their female disabled child. The 
Father of the Female Autism child reported that he got easily fatigue for more than 
5 years. But premature ejaculation/ impotency was not a problem for him. Another 
two symptoms i.e. having a hard time making friends and keeping friends, and 


trembling around other people were something in their case. 


He said : 

“IT have no sleep problem now. I recover from this. I always try to tackle the 
situation. But I always fail and it worries my tension. My wife always support me. 
Even though I cant live a casual life because of my baby. I cant prove her 
necessary treatment and nutritional diet as recommended by the doctors and 
therapist. Most of the time I think about the future of my child. What is the actual 


result of my so many efforts?” 


The Mother of the Female Autism Child cried several times when she expressed the 
financial condition of their family. She informed that they spoilt more than 25% of 


their income for the disabled daughter. She stated: “J can t provide enough support 
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to my another two children who are brilliant in their studying. It is very difficult to 
provide even the tuition fees of their studying. They are studying in a Bengali 


medium schools even though they have sufficient talent.” 


She informed that fear about sensations of shortness of breath, fear about 
smothering, or choking, fear about feeling of impending doom etc were very 
common for her since the last one year or more. Elevated afternoon cortisol levels 


in the saliva was found to just above the normal level from her medical report. 


4.6: Analysis And Interpretation Of The Depression Symptoms Of The 
Parents With Disabled Children (Objective No. 5) 


4.6.1: Procedure Of Analysis 


After transcribing all sixteen (16) interviews, the Researcher analyzed each 
interview using the interpretative Phenomenological Data Analysis (IPA) steps 
followed by Smith, Jarman, and Osborn (1999). The data were contributed to the 
efficient creation of themes and sub-themes. MAXQDA 12 computer program 


enabled the Researcher to establish a link between themes. 
Step 1: Looking For Themes In The First Case 


The Researcher read carefully the transcripts. To avoid misinterpretation the 
transcripts were further checked and read at different times. The Researcher 
determined units of meaning what the participants informed. He divided the text 
into meaning units and assign a comment for each unit. He identified as well as 
listed the units of meaning capturing the essence of the participant’s words. He 
continued this process for the whole of the first transcript. Then he returned to the 
beginning of the transcript. He used other margin to document emerging theme 
titles. He continued transformation of initial notes into themes for the whole 


transcript as per the guidelines of Smith, Jarman, & Osborn (1999). 


Step 2: Connecting The Themes 
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To connect the themes the Researcher searched for connections among the themes 
and grouped related themes in clusters. Some of the themes were clustered 
together. Few themes were listed as super ordinate concepts. He verified whether 
these selected themes represented participants’ expressions in comparison to what 
they said in the text. During this whole process, he dropped certain themes as these 


were not fitted well in the emerging structure (Smith, Jarman, & Osborn, 1999). 
Step 3: Continuing The Analysis With Other Cases 


The Researcher started the analysis of each case. After analysing each transcript, he 
constructed super ordinate themes. He read each interview list together. The list of 
Master themes were then consolidated as per the guideline of IPA steps. At this 
step new themes might be emerged in subsequent interviews. These new themes 
were tested again against earlier transcripts, and then modification was provided as 


the situation demands. 
Step 4: Writing Up 


In the fourth step of IPA, the Researcher translated the themes into a narrative 
account. He then carefully explained and illustrated themes (Smith, Jarman, & 


Osborn, 1999). 
4.6.2: Controlling Threats To Internal Validity 


Efforts were made to minimize threats to internal validity. In spite of those selected 
efforts there were many potential threats that could limit the overall validity, or 
credibility, and usefulness of the findings. The major techniques the Researcher 


used to enhance the credibility of findings are listed below: 


In order to enhance theoretical validity, an applicable theory of Depression was 
provided that explains the data. It is already discussed earlier in detail in Chapter — 


II( Review of Literature). 


In order to enhance transferability, the Researcher collected detailed descriptions of 
the data itself as well as the context. Thus the reader could easily make 


comparisons to other contexts. 
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In order to enhance implementation fidelity, the Researcher interviewed each 
participant once, so there is a possibility that he did not implement as adequate or 
fully as designed. To minimize this potential threat, the Researcher conducted a 


practice interview with a volunteer outside of the study. 


The following efforts were also made as per the guideline of Maxwell (1992) in 
order to maintain Descriptive validity (the factual accuracy of data) : checking 
transcripts, recordings or other original sources of the data. The Researcher listed 
"thick" descriptions in terms of describing both the phenomenon being observed. 
He also analysed the context in which it is occurring with sufficient detail to give 
the reader a sense of being there. As per the suggestion of a senior Research 
Scholar of the University of Calcutta, he used member checking, a process in 
which he sent each participant a copy of their transcribed interview to allow for 


accuracy of what was said. 


Another threat might occur with reference to interpretive validity, the match 
between the meaning attributed to participants’ behaviours and the actual 
participants’ perspective. In order to achieve this, the Researcher used words and 
concepts of the people studied and judged the study’s accuracy based on their 
perspectives. He listed ‘low-inference descriptor’. A low-inference descriptor refers 
to recording very precise, and often literal, descriptions of the participants' views 
and relying heavily on their own words instead of on my interpretations of them. 
As per the suggestion of Maxwell (1992) the present Researcher also used cross- 
checked information and conclusions through the use of multiple informants via 


triangulation. 


To address conformability, the ability of other researchers to examine the data to 
confirm the results and interpretations contained in it, he kept an audit trail, saved 
all interviews, transcriptions, codes and themes so other researchers wanting to 
duplicate my study could do so and reach comparable instead of contrary 


conclusions. 


Reflexivity is a threat to internal validity. To avoid this the Researcher engaged in 
critical self-reflection regarding any potential biases and predispositions. Thus it is 


assumpted that Reflexivity might not hamper the conclusion of the topic. 
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In the study, the Researcher used an expert review with a view to ensuring validity. 
In the expert review, the data analysis was controlled and modified by five 
academic members. Two of the experts were senior Research Scholars, University 
of Calcutta, and the other three were faculty members of University of Kalyani, 
Nadia,West Bengal, who voluntarily accepted the role of expert reviewer. As a 
result of data analysis by the experts, consistency among data and themes were 
examined. Finally the obtained data consistently converted into themes and 
associated with the results for providing consistency in the study. In order to check 
the reliability of the analysis of depression symptoms of the Parents with disabled 
children, the present Researcher compared and controlled the obtained judgments, 


interpretations and recommendations with raw data (Corbin & Strauss, 1990). 


4.6.3: Overall Strategies For Aiding The Validity Of The Interpretative 
Phenomenological Data Analysis With Respect To Depression Symptoms In 
The Parents With Disabled Children 


The following guidelines of Maxwell (1992) were tried to maintain in order to 
enhance the validity of the concerned IPA with reference to Depression symptoms 
in the Parents with disabled children: a) Observations were recorded accurately. 
b)Talk little, listen a lot. c) Begin writing early. d)Represent the data visually as 
much as possible. e) Report thoroughly including the discrepant data. f) Be candid, 
reveal biases and judgments made. g) Seek feed feedback and evaluate it. h) Write 


the context accurately. 


4.6.4: Analysis Of Different Themes Of Depression In The Parents With 
Disabled Children 


Seven themes were selected as per the objective of the study, respectively 1. Mood 
2.Sleep 3.Whole body 4. Cognitive 5. Weight 6. Common symptoms, and 7. 
Treatment-Resistant Depression. These themes epitomize through timeline events and 
semi-structures interviews in order to find out different symptoms of depression in 
Parents of the children with disabilities. Themes and sub themes are shown in the 
findings section in Figure 4. 130, and explains in detail by direct quotations of the 
Parents with disabled children’s statements in order to provide transmissibility ( Baker 


et.al., 1992).By analyzing the timeline of events of the Parents with disabled children, 
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the themes and sub-themes were reached in interviews conducted with Parents with 


four types of disabled children ( ID, VI, HI and ASD). 


The themes and sub-themes are shown firstly in figure 4.130, then each themes and 
sub-themes are explained by making direct quotations and charts. As discussed 
earlier, Case 1 & 2 resemble the Parents of the Male and Female of the 
Intellectually Disable Children respectively. Case 3& 4 resemble the Parents of the 
Male and Female Visually Impaired Children. Case 5 & 6 resemble the Parents of 
the Male and Female of the Hearing Impaired Children. Case 7& 8 resemble the 
Parents of the Male and Female Autism Children. 


The following figure is illustrated with the help of reviewing the literature as 
mention in Chapter-II. Mood disorders are serious changes in mood that affects the 
psychological behaviour of the Parents with CWSN. As revealed in the literature, 
symptoms under mood disorders in the Parents having a CWSN include: major 
depressive disorder, bipolar disorder (mania- euphoric, hyperactive, over inflated 
ego, unrealistic optimism), persistent depressive disorder (long lasting low grade 
depression), cyclothymia (a mild form of bipolar disorder), and SAD (seasonal 
affective disorder). As per the views of National Sleep Foundation (2019), sleep 
problems are also associated with more severe depressive illness in the Parents. 
Insomnia is very common among depressed persons including difficulty falling 
asleep (sleep onset insomnia), difficulty staying asleep (sleep maintenance 
insomnia), unrefreshing sleep, and daytime sleepiness. Whole body symptoms are 
also very common as a result of depression: excessive hunger, loss of appetite, 
fatigue, restlessness, physical pain, feeling of heaviness in the arms and legs etc. 
Cognitive imbalance minimises their thinking ability including slowness in activity, 
thought of suicide, frustration, angry, impatient, over sensitive to criticism. Big 
changes in weight loss and obesity are the other major problems associated with 
depression. Depression also plays a heavy role in appetite and nutrition. Some 
parents cope by overeating or bingeing. This can lead to weight gain and obesity- 
related illnesses, such as type 2 diabetes. Other common symptoms are decreased 
sex drive, drinking more alcohol, negative language, constipation etc. Treatment 
Resistant Depression also minimises their immunity system as side effects of 


medication can’t be handled easily. 
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MOOD 
Loss of interest, 
Guild,Sadness, 
Hopelesness, 


General 
Discontent 


TREATMENT 
REGISTANT 
Treatment failed to 
make better, Side 
effects of medication 
hard to handle 


COMMON 
SYMPTOMS 
Decreased sex drive, 
Drink more alcohol, 
Negative language, 
Constipation, 
Hvnochondria 


WEIGHT 


Big changes in 
weight loss, 
Obesity 


Apathy, Irritability, 


Them¢s of Depresstgn 


SLEEP 
Early awakening, 
Excess sleepiness 
during daytime, 

Insomnia 


WHLE BODY 
SYMPTOMS 
Excessive hunger, Loss of 
appetite,Fatigue,Restlessn 
ess,Physical pain, Feeling 
of heaviness in the arms 
and legs 


COGNITIVE 
IMBALANCE 


Slowness in activity, 
Thought of suicide , 
Frustration, angry , 
Impatient, Over 
. sensitive to criticism 


Figure 4.130: Different Themes and Sub-Themes of Depression in the Parents 


with Disabled Children 
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Theme 1: Mood 


From the timeline events and semi-structured interview, it is found that Depression, 
especially Mood disorder was significantly higher in the Parents with Autistic 
children than those of MR, VI and HI Children. There were more significant 
pathologic Mothers in the Autistic group than in the ID group in terms of loss of 
interest, irritability, hopelessness, and guilt. In the Autistic Group, younger mothers 
had significantly higher mood disorder. The Mothers of Autistic girls had higher 
mood disorder than any other respondents. The Mothers in the Intellectually 
Disabled Children group who had more than one child had significantly lower 


depression level. 


Referring to Table 4.80, we can see that loss of interest or pleasure was severely 
present in the Mothers of Autism rather than their husbands. Loss of interest was 
also present mildly to moderately in the Mother of Female ID Child ( Case 2), and 
Parents of VI Child (Case 5). 


With respect to guilt, it was severely present in the Parents with Autism Children, 
especially in the Mothers. Mother of Female ID Child also experienced guilt 
severely. Mother of the Hearing Impaired Children group was also noticed in 


experiencing guilt in their conversations. 


With reference to sadness, it was severely present in the Parents with Autism 
Children group, especially in the Mothers. Sadness was also mildly present in the 
Father of the Female ID Child as well as in the Mother of the Female Hearing 
Impaired Child. 


With reference to Hopelessness, both Parents with Autism children (Case 7&8) 
severely experienced it rather than other Parents groups. With reference to 


irritability also, Mothers of the Autism children group experienced severely. 


With reference to apathy, Parents with Autism Children group experienced more 
rather than any other Parents groups. Irritability was also mildly to moderately 
experienced by the Parents with ID Children group (Case 1 &2). With reference to 
general discontent, the Mothers with Autism Children group experienced severely 


rather than the Mothers with ID Children group (mildly to moderately present). 
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Table 4.80: Depression Symptoms (Mood) of the Parents with Disabled 
Children 


Parents Theme : Mood 
with 


Sub Themes 


ieee 

pine Loss of | Guilt | Sadness | Hope- | Apathy | Irritability | General 

Children . : 
interest/ lesness Discontent 
pleasure 


F= Father of the Disabled Children M= Mother of the Disabled Children 


x = Agree x = Strongly Agree 


Theme 2: Sleep 


Referring to Table 4.81, we can see that sleeplessness was experienced severely by 
the Parents with Autism group (especially Mothers) rather than the Parents with 
other children groups. Parents, especially the Mothers with ID Children group 


experienced sleeplessness from mild-to moderately. 
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Table 4.81: Depression Symptoms (Sleeplessness) of the Parents With Disabled 
Children 


Parents with Theme : Sleep 
Disabled 
Children 


Sub themes 


Excess sleepiness Insomnia ,or Restless 
during day time sleep 


F= Father of the Disabled Children M= Mother of the Disabled Children 
x = Agree x = Strongly Agree 


Theme 3: Whole Body Symptoms 


Depression symptoms were also affected the whole body of the Parents with 
disabled children. Referring to Table 4.82, we can see that Parents with Autism 
Children (especially the Mothers were greatly) were affected by the depression 
with reference to whole body symptoms rather than the Parents with other groups. 


Six sub themes of whole body symptoms were included in the following table: 
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Excessive hunger, Loss of appetite, Fatigue or Loss of energy, Restlessness, 
Physical Pain, and Feeling of heaviness in the arms and legs. These symptoms were 
notified after thoroughly reading different literature available in the PubMed as 
well as consulting with an M.B.B.S. doctor. The major findings related to whole 
body symptoms of depression in the Parents with disabled children are reported 


below: 


With reference to excessive hunger, the study shows that Father of the Male ID 
Child (Case 1), Mother of the Female Visually Impaired Child ( Case 4) and Father 
of the Male HI Child ( Case 5) had been suffering from excessive hunger (mild- 


moderately). 


With reference to loss of appetite, Mothers of the Autism Children as well as ID 
Children were severely affected. With reference to fatigue, Parents with Autism 
Children group, especially the Mothers were more affected than any other Parent 


groups. 


With reference to restlessness, Mothers of the Female ID Child (Case 2) as well as 
Male Autism Child (Case 7) were severely affected. 


With reference to physical pain (back pain, neck pain, knee pain, stomach pain 
etc.), it is found that Mother of the Female Intellectually Disabled Child ( Case 2 ) 
was severely affected , and Mothers of the Autism Children ( Case 7& 8) were 


mild-to moderately affected. 


Lastly, with reference to feeling of heaviness in the arms and legs in the Parents 
with disabled children, it is found that Father of the Female VI Child ( Case 4) and 
Mother of the Female Hearing Impaired Child ( Case 6) were mildly to moderately 
affected by the feeling of heaviness. 


No other respondents were felt this type of problems as per the result of semi- 
structured interview. In brief, we can conclude that Mothers of the Autism children 
were severely affected by the whole body symptoms of depression as revealed in 


the present study. 
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Table 4.82: Depression Symptoms (Whole Body) of the Parents with Disabled 
Children 
Parents with Theme : Whole Body Symptoms 
Disabled 
Children 


Sub themes 


Excessive | Loss of | Fatigue Restles- | Physical | Feeling of 
appetite | (loss of sness pain heaviness in 
energy) the arms 
and legs 


Qa 
& 
77) 
oO 
— 


@) 
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N 


Q 
rs) 
fz] 
oO 
oe) 


Q 
<) 
72) 
oO 
oS 


F= Father of the Disabled Children M= Mother of the Disabled Children 
x = Agree x = Strongly Agree 


Theme 4: Cognitive Imbalance 


Referring to Table 4.83, we can see that Cognitive imbalance was severely present 
in the Mothers with ASD Children group (Case 7 & 8) rather than Mothers with ID 
Children group (Case 1&2). Lack of concentration, slowness in activity, frustration 
etc. were prominent among those two groups of Mothers. Both Fathers of ASD and 
ID Children group were experienced less depression than their spouses. Thought of 


suicide tendency was severely affected in the Mother of Female VI Child only 
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(Case 4). Over sensitive to criticism was severely prominent in Mother of Female 
ID Child (Case 2) as well as in Mothers of Male and Female ASD Children (Case 7 
& 8). 


Table 4.83: Depression Symptoms (Cognitive Imbalance) of the Parents with 
Disabled Children 


Parents with Theme : Cognitive Imbalance 
Children 


Lack of | Slowness | Thoughts | Frustration | Over 


Concent | in activity | of suicide | ,angry, sensitive to 
ration impatient criticism 


: 


- 
; 
- 


|: 
a 


- 
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a es a 
[ea ieee 


E 
E 


F= Father of the Disabled Children M= Mother of the Disabled Children 
x = Agree x = Strongly Agree 
Theme 5: Weight 


With reference to changes in weight in the Parents with disabled children, the study 
shows that Mothers of the Intellectual Disabled Children (Case 1&2) were badly 
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affected by this symptoms than any other Parent group. Referring to Table 4.84, we 
can see that Mother of the Male ID Child experienced big changes in weight gain 
(Obesity), vis-a-vis, Mother of the Female ID Child experienced weight loss. 


Obesity was severely present in Mother of the Female VI Child (Case 4) and 
Female Autism Child (Case 8), and mildly present in Mother of the Male VI Child 
(Case 3), Father of the Female VI Child ( Case 4), Mother of the Female HI Child ( 
Case 5), and Father of the Male Autism Child (Case 7). 


Table 4.84: Depression Symptoms (Weight) of the Parents with Disabled 
Children 


Theme : Weight 


Sub themes 
Big changes in weight Big changes in weight 


loss gain(Obesity) 

F 

M x 
F 

M x 

F 

M X 
F x 
M x 
F 

M X 

F 

M x 
F x 
M x 

F 

M x 


F= Father of the Disabled Children | M= Mother of the Disabled Children 
x = Agree x = Strongly Agree 
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Theme 6: Common Symptoms 


Referring to Table 4.85, we can see that common symptoms of depression were 
also prominent in Mothers ASD Children group rather than the Mothers of 
Intellectually Disabled Children or any other Parents group. With reference to 
decline in personal grooming or hygiene, the case study shows that Parents with 
Intellectually Disabled Children (Case 1 &2) were mild to moderately affected, 
whereas Parents with VI and HI Children did not experience this type of 
unhygienic situation. Only Mother of the Male ASD Child was severely declined 


personal grooming (Case 7). 


With reference to decreased sex-drive, Father of the Male ID Child and Mother of 
the Female ID Child were severely affected. Decreased sex drive was also mildly 
to moderately present in the Father of the Male ID Child as well as Mother of the 
Female ID Child. Parents of VI and HI Children were not reported decreased sex 


drive. 


With reference to drinking habits of the Parents with disabled children, the study 
shows that Father of the Female Intellectually Disabled Child (Case 8), and both 
Parents with ID Children were severely affected. Fathers with VI Children were 
mildly affected by alcohol as their drinking habits. Both Parents with Autism 
Children (Case 7 & 8) were badly affected by the hopelessness. 


Both Father of the Male Intellectually Disabled Child and Mother of the Female 
Intellectually Disabled Child were also expressed hopelessness and negative 
language. Hypochondria or worried about serious illness was severely prominent in 
Mother of Female Autism Child and mildly present in Parents with Male Hearing 
Impaired Child (Case 6). 


With reference to constipation problem in the Parents with disabled children, the 
study shows that Parents with Autism Children were badly affected by this. Father 
of Male Autism Spectrum Disorder Child and Mother of Female Autism Spectrum 
Disorder Child experienced constipation severely rather than any other Parents 
group. Constipation was also a severe problem in Father of Female Intellectually 
Disabled Child. It may be noted that Father of the Male Visually Impaired Child 


also mildly affected by chronic constipation as revealed in the present case study. 
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Table 4.85: Depression Symptoms (Common Symptoms) of the Parents with 
Disabled Children 


eal Decline in | Decreased | Drink Use Chronic 
personal | sex drive more negative, i Constipation 
grooming alcohol | hopeless 
than language 
usual 
a ee a a a 
ee 
i i a ee 
oo ns 
Ee 
ee en emt kd (ike 
a a a | 
——————— 
_ Se a a ee ee ee 
2 eS ee es = a eee 
2 a a aa eS See 
ee 
Sa a a ee i ee 
a ae Ee 
ae ee 


F= Father of the Disabled Children M= Mother of the Disabled Children 


x = Agree x = Strongly Agree 


Theme 7: Treatment-Resistant Depression 


Treatment-Resistant Depression was also more evident in Parents with Autism as 


well as Intellectually Disabled children. The Father of the Male ID Child strongly 
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agreed with the fact that after diagnosing his child’s disability he visited the doctors 
several times to recover from this stress, spent a lots of money but treatment helped 
a little bit, whereas Mother of the Female ID child only agreed with the fact, and 
she could not able to explain the facts strongly. Both of them also agreed with the 
fact that side effects of medication been hard to handle. Mother with Female ID 
child group informed that treatment helped her a little bit and side effects of the 
allopathic treatment been hard to tackle. Father of Male Autism child as well as 
Mother of Female Autism child strongly confirmed that they refused to take 
allopathic medicines as side effects of the medication been hard to handle. In 
addition, Mother with Autism children group strongly supported the view that 
treatment failed to make better and they refused to visit the doctors more. Referring 
to Table 4.86, we can see that Parents with others disabled children group (VI, HI) 
did not face that type of problem strongly and only Mother of the Male VI Child as 
well as Father of the Female VI Child informed that they visited the doctors several 


times for their different types of diseases but treatment helped a little bit. 


Table 4.86: Depressive Symptoms (Treatment-Resistant) of the Parents with 
Disabled Children 


Parents with Theme : Treatment-Resistant Depression 


_ 
Children 


Treatment failed Treatment helped a Side effects of 


to make better little bit medication been hard 


to handle 


F= Father of the Disabled Children M= Mother of the Disabled Children 
x = Agree x = Strongly Agree 


4.7: Analysis And Interpretation Of Objective No.6 (To Explore Different 
Types Of Coping Mechanisms Utilized By The Parents With Disabled 
Children) 


The Mean value of the total sample (n=400) indicates clearly the amount of Coping 
Mechanism in Parents having Differently Abled Children. SD values were also 
calculated to find out the spread of the distribution of the data over the Mean value. 
Multiple Regression Analysis and p-values were estimated in order to identify the 
actual difference between Mothers and Fathers of the Differently Abled Children 


towards their Coping Variables. 


Referring to Table 4.87, we can see the Mean and SD values of different Appraisal- 
focused coping mechanisms of the Parents with Disabled Children. Appraisal- 
focused coping occurs when the Parents with Disabled Children modifies the way 
they think about a problem by altering their goals and values. The Mean and SD 
values of the total sample of the Appraisal-focused Coping are 8.2+3.9, indicating 
their effectiveness in controlling an unhealthy situation while dealing with a 
Differently Abled Child. In this case, Seeking Alternative Reward (11.4+.6.2) was 
found to be helpful for these Parents followed by self-blame, Dwell on the 
Negative, Passive Appraisal, and Worry. 


637 


Referring to Figure 4.131, we can observe the Mean differences of different types 
of Appraisal-focused Coping Mechanism adopting by the Parents raising Children 


with disabilities. 


Table 4.87: Mean & SD of Appraisal-Focused Coping Mechanism (Adaptive 
Cognitive) of the Parents with Disabled Children 


Appraisal-focused Coping Mean + SD 


1.Dwell on the Negative 6.8 + 3.3 
2.Self -blame 9.2+ 3.8 


3.Seeking Alternative Reward 11.4+.6.2 
4.Worry 6.14 2.5 


5.Passive Appraisal 6.5+ 3.8 
Total 8.2 +3.9 
_———— 


appraisal 
[ Dwell on the Negative 
[Self -blame 
(_] Seeking Alternative Reward 
i Worry 
[i Passive Appraisal 


Fig. 4.131: Mean Values of the Appraisal-Focused Coping Mechanism of the 
Parents with Disabled Children 
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Problem-focused Coping Mechanism is a mechanism to change and eliminate the 
source of the stressors. Referring to Table No. 4.88, we can see that among the 
Problem-focused coping style, Parents with Differently Abled Children utilised 
Information Seeking (14.8+6.5) the most, followed by Improve Relationship, 
Seeking Professional Help, Transformation, Logical Analysis, Restraint Coping, 
and Confrontive Coping. The Total Mean and SD scores of Problem-focused 
Coping are 10.6 and 4.8 respectively, indicating its much effectiveness for the 


Parents with Differently Abled Children rather than the Appraisal-focused coping. 


Table 4.88: Mean and SD of Problem-Focused Coping Mechanism (Adaptive 
Behaviour) of the Parents with Disabled Children 


Problem focused coping 


13. Information seeking 


Referring to Figure 4.132, we can get a visual impression on the comparative 


significance of various types of Problem-focused Coping Mechanism in the Parents 
raising Children with disabilities. As mentioned earlier, Parents having Differently 
Abled Children utilised Information Seeking (14.8+6.5) the most, followed by 
Improve Relationship, Seeking Professional Help, Transformation, Logical 
Analysis, Restraint Coping, and Confrontive Coping among the Problem-focused 
coping style. The following Bar Chart also displays the Mean values of each 


component of Problem-focused Coping Styles related to the present study. 
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Problem focussed 
[Ij Seek Professional help 
 !mprove Relationship 
[_] Logical Analysis 
[Bj Conflict Resolution 


[Hj Confrontive Coping 
(_] Transformation 

[Bj Restraint coping 
(_] Information seeking 


Fig. 4.132: Mean Values of the Problem-focused Coping of the Parents with 
Disabled Children 


Emotion-focused Coping Mechanism alleviates the distress by reducing or 
preventing the emotional components of a stress. Referring to Table 4.89, we can 
interpret that the total Mean and SD scores of Emotion-focused coping are 14.2 and 
8.5 respectively. It indicates that Parents with Differently Abled Children utilised 
Emotion-focused Coping more actively rather than Problem-focused and Adaptive 
Coping. Among the following twelve Emotion-focused Coping, Active Avoidance / 
Distraction and Disengagement ( 19.8+10.2) places the highest rank, followed by 
Seeking Relaxation Diversion (18.6 + 6.8), Seeing Social Support (16.5 + 
8.8), Self-efficacy (15.2 + 4.8), Self-controlling (14.5 + 9.9), Positive Reappraisal 
(13.6 + 7.8), Distancing (12.6 + 6.3), Positive Reframing (10.6 + 6.5), and Tension 
Reduction (9.6 +4.3). 


The significant variation of the SD values of different components of Emotion- 
focused Coping Mechanism utilized by the Parents having Children with 
disabilities also indicates that responses are scattered upon some components only. 
It might have some specific reason that need to be illustrated further in the 


discussion on the results (See Chapter-6). 
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Table 4.89: Mean and SD of the Emotion-Focused Coping Mechanism of the 
Parents with Disabled Children 


Emotional-focused Coping Mean +SD 
1. Wishful Thinking 6343.5 
2. Tension Reduction 9.6+4.3 
3. Positive Reappraisal 13.6£7.8 
4. Perceived Control 9.4+ 6.2 
5. Distancing 12.6+ 6.3 
6. Self-efficacy 15.2+4.8 
7. Self-controlling 14.5+9.9 
8. Seek Relaxing Diversion 18.6+6.8 
9. Positive Reframing 10.6 +6.5 
10. Seeking Social Support 16.548.8 
11. Physical Recreation 2022.3 
12. Seeking Spiritual Support 8.9+7.5 
13. Active Avoidance 19.8410.2 
( Distraction &Disengagement) 

14. Escape Avoidance 8.60 + 5.6 
Total 14.2 +8.5 


Referring to Figure No 4.133, we can interpret the result of the responses given by 
Parents raising Children with disabilities with respect to their Emotion-focused 
Coping Strategy. Among the twelve Emotion-focused Coping styles, Parents with 
Differently Abled Children utilized the Active Avoidance/Distraction and 
Disengagement (19.8+10.2) more frequently, followed by Seeking Relaxation 
Diversion (18.6 + 6.8), Seeing Social Support (16.5 + 8.8), Self-efficacy (15.2 + 
4.8), Self-controlling (14.5 + 9.9), Positive Reappraisal (13.6 + 7.8), Distancing 
(12.6 + 6.3), Positive Reframing (10.6 + 6.5), and Tension Reduction (9.6 +4.3). 
Here the Bar diagram displays the Mean values of each component of Emotion- 
focused Coping style adopted by those Parents. In order to check the reliability of 
these findings with reference to adaptation of Emotion-focused Coping among such 


Parents a comparative analysis will be adopted further in discussion on the results. 
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Fig.4.133: Mean Values of Emotion-Focused Coping Mechanism of the Parents 
with Disabled Children 


With respect to Occupation and Institution Based Coping Mechanism among the 
Parents with Differently Abled Children, the total Mean and SD scores are 9.5 and 
5.4 respectively. As shown in Table 4.88, Institution Based Coping is found to be 
more effective (14.2+6.8) rather than Work hard and Achieve (7.6+3.2) among the 
Parents with Differently Abled Children (See Fig. 4.134). 


Table 4.90: Mean and SD Values of Occupation and Institution-Based Coping 
Mechanism of the Parents with Disabled Children 


Occupation and Institution Based Coping Mean +SD 


28. Work Hard and Achieve 7.643.2 


29. Institution Based Coping 14.2+6.8 


Total 9.5 +5.4 
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occupation 
—Q Work hard and Achieve 
B® Institution based Coping 


Fig. 4.134: Means of Occupation and Institution Based Coping of the Parents 
with Disabled Children 


From table 4.87 to 4.90, it is evident that Emotion-focused Coping plays a 
significant role in parenting a Differently Abled Children, followed by Problem- 
focused Coping, Occupation and Institutional Based Coping, and Appraisal- 
focused Coping. Referring to Fig. No. 4.135, we can observe the comparative role 
of different types of Coping Mechanisms of the Parents having Differently Abled 
Children as discussed earlier. The following Bar Chart displays the Mean values of 
the responses given by the Parents having Differently Abled Children with 


reference to four types of Coping Mechanisms. 


As revealed in Figure No 4.135, Emotion-focused Coping displays the highest 
Mean score (14.2), followed by Problem-focused Coping (10.6), Occupation and 
Institutional Based Coping (9.5), and Appraisal-focused Coping (8.2). This result 
need to be verified with other related studies by using a comparative analysis that 
will be discussed further in Chapter-6 (Discussion on the Findings). The 
comparative role of another statistics may affect this result, hence the current result 


will be taken into consider with a caution. 
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Means of Different Types of Coping of the Parents 


14 coping 
| [i Problem-focused 

ID Occupation & Institution focused 
|B Emotional-focused 

12 + | DD Appraisal -focused 

10 

84 

6. 

4. 

24 

0 } 

MEANS 8.2 oe) 10.6 14.2 


Fig. 4.135: Mean Values of Different Types of Coping Mechanism of the 
Parents with Disabled Children 


4.8: Analysis And Interpretation Of Objective No.7 (To Identify The Gender 
Difference In Coping Mechanism Of The Parents With Disabled Children) 


To identify the gender difference in Coping Mechanism of the Parents with 
Disabled Children, the Researcher adopted R’, f-test, and p-value. F-test for testing 
significance of Regression was estimated to verify the significance of the 
Regression model. The appropriateness of the Multiple Regression model as a 
whole was verified by this test. A significant F value shows a linear relationship 
between Y and at least one of the Xs. As the sample size was large ( n=400), F test 
was adopted instead of t- test. The value of calculated F-test with its associated p- 
value helps us to decide whether one has to accept or reject the null hypothesis. If 
the associated p value of one group is small ( *p<0.05), then it is hypothesized that 
the test is significant at 5% level of significance or the 95 % confidence interval. In 


addition, if the associated p-value of one group is small ( **p<0.005), then it is 
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hypothesized that the test is significant at the 0.5% level. In this case, we could 
reject the null hypothesis and accept the alternative hypothesis. Evidence against 
the null hypothesis is considered very strong if the p value is less than 0.001. In 


other words, the test is significant at 0.1% level. 


Referring to Table 4.91, it is revealed that among the Appraisal-focused Coping, 
statistically significant difference between Fathers and Mothers of the Differently 
Abled Children is observed with respect to Seeking Alternative Reward (p=0.004) 
at the 0.5 % level and Passive Appraisal ( p=0.063) at the 5 % level. This results 
are based on p-values or Alpha values (a) of the Appraisal -focused Coping 
Strategies utilized by the Parents with CWSN. So there is a chance of committing 
Type-II error while accounting their significance. In other words, results of the 
Appraisal-focused Coping Mechanism of the Parents with CWSN are not based on 


Beta values (Type-II error) of the concerned data. 


Table 4.91: Stepwise Mother-Father Discrimination Analysis for Appraisal- 
Focused Coping Variables on Ways of Coping (N=400) 


Appraisal-focused R’ F P 
Coping 
~1.Dwell on the Negative 0.245 2.922 0.246 — 
2. Self —-blame 0.398 4.986 0.198 
3.Seeking Alternative 0.602 4.886 0.004** 
Reward 
4. Worry 0.320 4.202 0.298 
5.Passive Appraisal 0.297 2.063 0.063* 


*Statistically significant at p< .05 & **Statistically significant at p< .005 


As revealed in Table 4.92, among the Problem-focused Coping Mechanism 
statistically significant difference is observed between Fathers and Mothers of the 
Differently Abled Children with respect to Improve Relationship (p=0.006), 
Restraint Coping (P=0.009), and Information Seeking (p=0.007) at the 0.5% level. 
On the other hand, Logical Analysis (p=0.030) and Transformation (p=0.038) are 
found to be statistically significant at the 5% level. 
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Table 4.92: Mother-Father Discrimination Analysis for Problem-Focused 


Coping Variables on Ways of Coping (N=400) 


a 
6.860 0.158 


Problem-focused 


Coping 


6. Seek Professional help | 0.635 


2 


11. Transformation 0.548 6.566 0.038* 
12. Restraint Coping 0.758 7.688 0.009** 
13.Information Seeking | 0.538 8.905 0.007** 


*Statistically significant at p< .05 & ** Statistically significant at p <.005 


As shown in Table 4.93, among the Emotion-focused Coping. statistically 
significant difference is found between Fathers and Mothers of the Differently 
Abled Children with respect to Seeking Relaxation Diversion (p=0.005), Self- 
efficacy (p=0.006), Positive Reappraisal ( 0.007), Positive Reframing (p=0.007), 
and Self-controlling (p=0.008) at the 0.5% level of significance. On the other hand, 
statistically significant difference is found between Fathers and Mothers with 
Differently Abled Children with reference to Active Avoidance ( p = 0.015) at the 
5% level. 


Table 4.93: Mother-Father Discrimination Analysis for Emotion-Focused 


Coping Variables on Ways of Coping (N=400) 


Emotion-focused Coping 


14. Wishful Thinking 


15. Tension Reduction 
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16. Positive Reappraisal 6.340 0.007** 
17. Perceived Control 4.350 0.320 
18. Distancing 2.130 0.230 
19. Self-efficacy 7.680 0.006** 
20.Self-controlling 7.580 0.008** 
21. Seek Relaxing Diversion 7.080 0.005** 


22. Positive Reframing 6.588 0.007** 
23. Seeking Social Support 2.980 2.398 
24. Physical Recreation 2.140 3.345 
25. Seeking Spiritual Support 4.650 0.106 
26. Active Avoidance 5.560 0.015* 
27.Escape Avoidance 4.688 0.380 


*Statistically significant at p<.05 —_** Statistically significant at p <005 


As shown in Table 4.94, statistically significant difference is found between 
Fathers and Mothers of the Differently Abled Children with respect to Institution 
Based Coping (p=0.046). The p-value of the gender difference with respect to 
Institution Based Coping (IBC) is 0.046, so the probability of observing such a 
value by chance is less than 0.05, and the result is significant at the 0.05 level or at 
5% level of significance. The p-value of Work Hard and Achieve (WHA) is 2.234, 
so the probability of observing such a value by chance is greater than 0.05, and the 
result is insignificant at the 0.05 level or at 5% level of significance. There is no 


chance to justify this result on the basis on Beta values or Type-II error. 
Table 4.94: Stepwise Mother-Father Discrimination Analysis for Occupation 


and Institution Based Coping (OIBC) Variables on Ways of Coping (N=400) 


OIBC R 


28. Work Hard and Achieve (WHA) 0.340 


29. Institution Based Coping(IBC) 0.238 


*Statistically significant at p< .05 
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Hypothesis Testing-4 


4.8.1: Ho4: There is no significant difference between different types of 
Coping Mechanism of the Parents with Disabled Children and the following 
Independent Variables: 

(i) Birth order of the Differently Abled Children 

(ii) Educational Status of the Parents with Differently Abled Children 

(iii) | Marital Years of the Parents with Differently Abled Children 

(iv) Monthly Income of the Parents with Differently Abled Children 


In order to verify the Null Hypothesis No. 4, the Researcher adopted Multiple 
Correlation. Four Independent Variables i.e. (i) Marital years of the Parents with 
Disabled Children (ii) Educational Status of the Parents with Disabled Children 
(iii) Birth Order of the Differently Abled Children and (iv) Monthly Income of the 
Parents with Disabled Children along with twenty nine (29) sub-scales of Coping 
Mechanism of the Parents with Disabled Children were inserted carefully into 


Mintab-17 to find out the correlation among them. 


Referring to Table 4.95, we can see that Self-blame (r=.623), Perceived Control 
(r=.614) and Institution Based Coping (r=.610) have a ‘substantial positive 
relationship’ with birth order of the Differently Abled Child in the family. On the 
other hand, Self-controlling (r=.398) and Working hard and Achieve (1=.267) have 
a ‘low positive relationship’ with the birth order of the Differently Abled Child in 


the family. 


Table 4.95: Multiple Correlation of the Birth Order of the Differently Abled 
Children and Different Sub Scales of Coping Mechanism 


Variable 29 Sub Scales of Coping Mechanism 


1.Birth 1.Escape 2.Dwell on the | 3.Self-blame 4 Seeking 
Order of | Avoidance Negative Alternative 


the Reward 


Disabled | -016 .238 | 138 .721 623**  — -324 -.123 .000 | .116 .454 
Child 
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6.Passive 7.Active 8.Seek 9 Improve 10.Logical 
Appraisal Avoidance Professional help | Relationship | Analysis 


11.Conflict 12. Confron 13.Transformation | 14.Restraint 15.Information 


Resolution -tive Coping coping Seeking 


078 = .212 | -0.197 .220 082 -.323 -120 421 | .122 540 
16.Wishful 17.Tension 18.Positive 19.Perceived | 20.Distancing 
Thinking Reduction Reappraisal Control 


—_ PE — 
21. Self- | 22.Self- 23.Seek Relaxing | 24.Positive 25.Social 
efficacy controlling Diversion Reframing Action 

114 441 | .398* .432 | .032 -.240 -.430 .102 | .065 .340 
26.Physical | 27.Seeking 28. Work Hard | 29. IBC 

Recreation Spiritual Help | and Achieve 

082. 9.231 || =1365 5331 .267**  — 360 -610** .760 


Correlation is significant at the *0.05 level (2 tailed), **0.001 level (2 tailed) 


So the Ho4 is partly rejected as significant correlation is found between birth order 
of the Differently Abled Children and different Coping Mechanisms of their 
Parents such as Self-blame, Perceived Control, Institution Based Coping, Self- 


Controlling, and Working Hard and Achieve. 


From Table 4.96, it is evident that Information Seeking (r=.626) and Logical 
Analysis (r=.605) have a ‘substantial positive relationship’ with the educational 
status of the Parents with Differently Abled Children. On the other hand, 
Transformation (r=.380), Positive Reframing (r=.346) and Institution Based Coping 
(r =.390) have a ‘low positive relationship’ with the educational status of the 


Parents with Differently Abled Children. 
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Table 4.96: Correlation between Educational Status of the Parents with 


Disabled Children on Different Variables of Coping Mechanism 


2.Educati- | 1.Escape 2.Dwell on the | 3.Self-blame | 4.Seeking 
onal Status | Avoidance Negative Alternative 


of the Reward 


Parents -.216 .135 -.108 621 | .148 - .338 -.137 .476 | .-.216 .554 
with 


Disabled 6.Passive 7.Active 8.Seek 9. Improve 10.Logical 
Children Appraisal Avoidance Professional | Relationship | Analysis 
help 


-.126 .000 106 ~=—-.000 .253 -.444 022. ~=—.310 | .605* -.166 


11.Conflict 12.Confrontive | 13.Transfor- | 14.Restraint 15. Information 


Resolution Coping mation coping Seeking 


.278 .410 oll M7) .298 | .380* .135 220 404 | .626* 544 


16. Wishful 17.Tension 18.Positive 19.Perceived | 20.Distancing 
Thinking Reduction Reappraisal | Control 
=122 230) -.020 .226 | .238 000 | -.226 594 | .226 = -.338 


21.Self-efficacy | 22.Self- 23 .Seek 24.Positive 25.Social Action 


controlling Relaxing Reframing 


Diversion 


-.230 .440 -237 458 | .109 -435 .346** -.560 | .103 430 


26.Physical 27.Seeking 28. Work 
Recreation Spiritual Hard and 


Support Achieve 


-.029 . 450 -180 308 |.195 540 | .390** .690 


Correlation is significant at the *0.05 level (2 tailed), & **0.001 level (2 tailed) 


So the Ho4 is partly rejected as significant correlation is found between the 


educational status of the Parents with Differently Abled Children and different 
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Coping Mechanisms of their Parents such as Information Seeking, Logical 


Analysis, Transformation, Positive Reframing and Institution based Coping. 


From Table 4.97, it is evident that Institution Based Coping (r =.440), and Working 
Hard and Achieve (r =.490) and Tension Reduction (r=.420) have a ‘moderate 
positive relationship’ with the marital years of such Parents. On the other hand, 
Conflict Resolution ( r = .378), Information seeking (r =.386), Seeking Relaxation 
Diversion (r =.236), and Wishful Thinking (.387) have a ‘low positive relationship’ 
with the marital years of the Parents with Differently Abled Children. 


Table 4.97: Correlation of Marital Years of the Parents with Disabled Children 


on Different Variables of Coping Mechanism 


Variable 29 Sub Scales of Coping Mechanism 


1.Escape 2.Dwell on the | 3.Self—blame | 4.Secking 
3.Marital Avoidance Negative Alternative 
Years of Reward 


-.080 .135 -.028 _ DI .068 -.288 | -.127 .220 -.216 554 
the Parents 


with 6.Passive 7.Active 8.Seek 9. Improve 10.Logical 
Disabled Appraisal Avoidance Professional Relationship Analysis 
help 


-.066 .160 028 205 150 9-220 | .022 3.310 -022 .266 


11.Conflict 12.Confrontive 13.Transforma | 14.Restraint 15.Informati- 
Resolution Coping -tion Coping 


Children 


on Seeking 


3787 605 102 598 022 © 1209 |.-07 1" 3290 .286* .340 
16.Wishful | 17.Tension 18.Positive 19.Perceived 20.Distancing 
Thinking Reduction Reappraisal Control 

322" 530 | .420"* 226 -.088 224 | 056-437 1.270") 630 


21.Self- 22.Self- 23.Seek 24.Positive 25. Social Action 
efficacy Controlling Relaxing Reframing 
Diversion 


0 .236* -.206 | .048  -256 165.220 
26.Physical 27.Seeking 8.Work hard | 29.IBC 
Recreation Spiritual Help and Achieve 
-.029 .270 -.049 227 .490* -.106 | .440** .000 


Correlation is significant at the *0.05 level (2 tailed), & **0.001 level (2 tailed) 


RODS 


326 | .80 22 
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So the Ho4 is partly rejected as significant relationship is found between the marital 
years of the Parents raising a Disabled Child and their different Coping 
Mechanisms such as Institution Based Coping (IBC), Working Hard and Achieve 
(WHA), Tension Reduction, Information Seeking, Seeking Relaxation Diversion 


(SRD), Conflict Resolution and Wishful Thinking. 


Referring to Table 4.98, it is found that only Information Seeking Coping (r=.726) 
has ‘high positive relationship’ with the monthly income of the Parents with 
Differently Abled Children. Logical Analysis (r = .402), Institution based Coping, 
(r = .440), Working Hard and Achieve (.494), Transformation (.480), and Restraint 
Coping (r =.420) have ‘moderate positive relationship’ with the monthly income of 
Parents. Besides, Positive Reframing( r =.344), Conflict Resolution (r =.296) and 
Seeking Relaxation Diversion ( r = .288) have ‘low positive relationship’ with the 


Parents with Differently Abled Children. 


Table 4.98: Correlation Matrix on Monthly Income of the Parents with 
Disabled Children and Different Variables of Coping Mechanism 


Variable 29 Sub Scales of Coping Mechanism 


1.Escape 2.Dwell on the | 3.Self—blame | 4.Seeking 5.Worry 
4.Monthly | Avoidance Negative Alternative 
Income of Reward 
the -.126 .335 -.066 .220 -.008  -.106 | .028 .230 108-235 
Parents 6.Passive 7.Active 8.Seek 9. Improve 10.Logical 
with Appraisal Avoidance Professional Relationship Analysis 
Disabled help 

11.Conflict 12.Confrontive | 13.Transform | 14.Restraint 15.Information 

Resolution Coping -ation Coping Seeking 


296* .310 .029 .20 -480* = -.000 | .420* -.028 -726** -.144 
16. Wishful 17.Tension 18.Positive 19.Perceived 20.Distancing 
Thinking Reduction Reappraisal Control 

-.102 .210 -070 526 -.008 .260 | -.106 .444 126 -.556 
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21.Self- 22.Self- 23.Seek 24.Positive 25.Social Action 
efficacy controlling Relaxing Reframing 


Diversion 


-.108  .360 -.152 288 .288** = -401 | .344* -.760 M32 BH 


26.Physical 27.Seeking 28.Work 29. Institution 
Recreation Spiritual Hard and Based Coping 
Support Achieve 


-.103  .220 -.009  .660 494** = -.332 | .440** .706 


Correlation is significant at the *0.05 level (2 tailed), & **0.001 level (2 tailed) 


So the Ho4 can be partly rejected and we can conclude that is a statistically 
significant correlation between the monthly income of the Parents with CWSN and 
their different Coping Mechanisms such as Information Seeking Coping, Logical 
Analysis, Institution Based Coping (IBC), Working Hard and Achieve, 
Transformation, Restraint Coping, Conflict Resolution, Seeking Relaxation 
Diversion, and Positive Reframing. Correlation is significant at the *0.05 level (2 
tailed), & **0.001 level (2 tailed). Logical Analysis, Seek Relaxation Diversion, 
Conflict Resolution, Transformation, Restraint Coping and Positive Reframing are 
statistically correlated with monthly income of the Parents with CWSN at the 5% 
level of significance. Information Seeking Coping, Work Hard and Achieve, 
Institution Based Coping (IBC), and Seek Relaxing Diversion are correlated with 


monthly income of the Parents with CWSN at the 0.1% level of significance. 


It may be noted that this result is partly based on statistical significance, not on 
practical significance. The sign of the correction among the two variables is 
undetermined if we find that any components of coping mechanism of the Parents 
with CWSN is not statistically correlated to the independent variables of the study 
(i.e. birth order of the CWSN in the family, educational status, monthly income and 
marital years of the Parents with CWSN). It may be noted that accepting a null 
hypothesis on the basis of p-values or Alpha values can produce Type-II error if 
Beta values are not justified. In other words, accepting a false null hypothesis is a 
matter of dangerous issue with respect to hypothesis testing and it is better to 


express the statistically insignificant level of measurement as ‘undetermined.’ 
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4.9. Analysis And Interpretation Of Objective No 8. (To Interpret The 
Emotional Control Strategies And Defence Mechanism Among The Parents 


With Disabled Children) 


Table 4.99 shows the distribution of the total Percent Mean Scores (PMS) of 
Psychotic or Pathological Defence Mechanism adopted by the Parents with 
Differently Abled Children. The total Mean and SD scores for Psychotic Defence 
Mechanism are 10.67 and 3.04 respectively. Psychotic Denial (13.56 + 3.2) is 
found to have the highest Mean score among Psychotic Defences of the Parents 
with Differently Abled Children, followed by Splitting (11.18 + 3.05), Delusional 
Projection (10.50 + 3.64) and Distortion (9.12 + 4.86). The total Percent Score of 
Mean (PMS) and SD for all Psychotic Defences are found to be 48.40 and 26.70 
respectively. Among the four types of Psychotic Defences, Psychotic Denial is 
found to have the highest Percentage Mean Score (PMS=58.27), followed by 
Splitting (PMS = 48.16), Delusional Projection (PMS= 32.24) and Distortion (PMS 
= 30.12). 


It is better to understand the significant role of Psychotic Defence Mechanism of 
the Parents with CWSN with the help of their Percent Scores of Mean and SD 
values but rather their Mean and SD values as reflected on the following table. It 
may be noted that Mean value or Percent Score of Mean (PMS) is a simple way of 
expressing their significance. Advance statistical procedure is also necessary to 
justify their reliability and validity. Thus the results with respect to Psychotic 
Defence Mechanism of the Parents with Differently Abled Children need to be 


verified with advanced statistical measurement in order to assess their reliability. 


Table 4.99: Means, SDs and Percent Scores of Psychotic Defence Mechanism 
of the Parents with Differently Abled Children (Level -1) 


Psychotic Mean(SD) Percent Scores 


1.Psychotic Denial 13.56 +3.23 58.27 + 27.78 
2.Delutional Projection 10.50 +3.64 32.24 + 20.05 
3.Distortion 9.12 +4.86 30.12 + 24.25 
4. Splitting 11.18 + 3.05 48.16 + 28.52 

10.67+ 3.04 48.40 +26.70 
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The Figure 4.136 is created on the basis of four Percent Mean Scores, and not on 


the basis of total Mean of all sample responses. 


Fig.4.136: Bar Chart of the Percent Scores of the Psychotic Defence 
Mechanism of the Parents with Disabled Children 


The Table 4.100 shows the total Mean and SD scores of Immature Defence 
Mechanism of the Parents with Differently Abled Children are 9.15 and 4.20 
respectively. Passive Aggression is found to have the highest Mean score among 
Immature Defences (14.50), followed by Projection (13.78), Acting out ( 13.56), 
Projective Identification (10.12), Introjections (9.50), Idealization (9.18), Schizoid 
Fantasy (9.12), and Somatization (8.56). Passive Aggression (PMS = 58.02) is 
found to have the highest PMS among the Immature defences, followed by 
Projective Identification (PMS = 48.12), Acting out ( PMS = 47.27), Projection and 
Introjection (PMS = 42.24), Idealization (PMS = 38.16), Schizoid Fantasy 
(PMS=38.12) and Somatisation (PMS = 28.16). With respect to Immature Defence, 
the study reveals that total Percent Score of Mean and SD of Immature Defence 
Mechanism in the Parents with Differently Abled Children are 43.70 and 18.52 


respectively. 


Table 4.100: Mean, SD and Percent Score of Immature Defence Mechanism of 


the Parents with Differently Abled Children (Level —ID 
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Immature Mean(SD) Percent Scores 


1.Acting Out 9.56 +4.23 AT D7 £20 78 
2. Projection 9.78 + 4.64 42.24 + 20.05 
3.Schizoid Fantasy 9.12 +£5.86 38.12 + 24.25 
4. Idealization 10.18 + 4.35 38.16+ 28.52 


5. Introjection 9.50+5.04 42.24 + 22.05 
6.Projective Identification 8.12 +3.06 48.12 + 27.25 


7. Somatisation 8.56 £4.20 28.16 + 17.06 
8. Passive Aggression 7.50 +4.60 58.02 +26.80 
9.15+ 4.20 43.70 +18.52 


Referring to Figure No. 4.137, we can easily understand the comparative role of 
various Immature Defence Mechanisms adopted by the Parents raising Children 
with disabilities. The following Bar Chart shows that Passive Aggression (PMS = 
58.02) is found to have the PMS among the Immature defences, followed by 
Projective Identification, Acting out, Projection and Introjection, Idealization, 
Schizoid Fantasy and Somatisation. This Bart Chart reflects the PMS values of 
different Immature Defence Mechanisms of the Parents having Children with 


disabilities and it focuses their significance by calculating their statistical values. 


Fig.4.137: Bar Chart of the Percent Scores of the Immature Defence of the 
Parents with Differently Abled Children 
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As reflected on Table 4.101, the total Mean and SD scores of the Neurotic 
Defences as shown by the Parents with Differently Abled Children is found to be 
11.35 and 4.02 respectively. Among these, Displacement is found to have the 
highest Mean score (12.50+4.01), followed by Reaction Formation (12.16 + 4.05), 
Disassociation (12.05 + 3.06), Upward and Downward Social Comparisons (11.98 
+ 4.56) and Regression (10.26+3.76). The lowest Mean score falls with respect to 
Intellectualization (7.80) as shown by the parents. Among the Neurotic Defences, 
Displacement is found to have the highest percentage mean score ( PMS = 58.50), 
followed by Disassociation (PMS = 54.65), Upward and Downward Social 
Comparisons (PMS =54.27), Reaction Formation & Repression (PMS = 52.56), 
Rationalisation ( PMS = 50.50), Isolation ( PMS = 48.10) and lastly Regression ( 
PMS = 45.96). The Total PMS of the Neurotic Defence Mechanism of the Parents 
with Differently Abled Children is estimated as 52.26. 


As shown in Figure 4.138, each bar represents one category of Neurotic Defence. 
The Percent Scores of the Means of nine types of Neurotic Defences are 


graphically displayed here with the help of a Bar Chart. 


Table 4.101: Mean, SD and Percent Scores of Neurotic Defence Mechanism of 
the Parents with Differently Abled Children (Level-II]) 


Neurotic Mean (SD) Percent Scores 
. Displacement 12.50 + 4.01 58.50 + 20.25 
..Dissociation 12.05 + 3.06 54.65 + 21.52 
. Intellectualization 7.80 + 3.06 46.82 + 18.58 
. Reaction Formation 12.16 44.05 52.56 + 23.50 
. Repression 9.56 + 3.56 52.010) ce 2A) 
. Isolation 9.10 +4.68 48.10 +22.80 
. Rationalisation 9.10 +3.61 50.50 +20.50 

8.Regression 10.26 + 3.76 45.96 £21.56 

9.Upward and Downward 11.98 + 4.56 54.27 + 22.05 

Social Comparisons 
11.35 + 4.02 52.26+ 25.46 
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Fig.4.138: Bar Chart of the Neurotic Defence Mechanism of the Parents with 
Disabled Children (Based on Percent Score of Means) 


Referring to Table 4.102, we can see that the total Mean and SD scores on Mature 
Defence Mechanism of the Parents with CWSN are found to be 13.32 and 4.06 
respectively. Anticipation (PMS = 65.50) is having the highest Percent Score of 
Mean, followed by Suppression (PMS= 64.20), Sublimation ( PMS = 49.95), 
Humour ( PMS = 42.80), Altruism ( PMS= 39.68). The total PMS and SD for 
Mature Defence Mechanism of the Parents with Differently Abled Children are 
58.92 and 27.70 respectively (See Fig. 4.139). 


Table 4.102: Mean, SD and Percent Score on Mature Defence Mechanism of 


the Parents with Differently Abled Children (Level-IV) 


1.Altruism 13.05 + 4.56 39.68 + 38.50 
2.Anticipation 19.21 + 7.68 65.50 + 24.02 
3. Sublimation 10. 51+ 3.06 49.95 + 28.20 


4.Suppression 152 6.52 64.20 + 18.90 


Saou 10.78 + 3.08 42.80 + 28.90 


13.32+ 4.06 58.92 + 27.70 
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Mature Defense 
i Altruism 
[i Anticipation 
Humour 
[Bj Sublimation 
[Bj Suppression 


Fig.4.139: Bar Chart of Percent Score of Means of Mature Defence 
Mechanism of the Parents with Disabled Children 


Referring to Table 4.103 as well as Figure 4.140, we can illustrate that Mature 
Defence Mechanism is found to have maximum PMS (58.92 + 27.70) utilised by 
the Parents with Differently Abled Children, followed by Neurotic Defence 
(52.26+25.46), Psychotic Defence (48.40 +26.40) and Immature Defence 
Mechanism (43.70 +18.52). With reference to Mean and SD values of the Mature 
Defence Mechanism adopted by the Parents with Differently Abled Children, it is 
found that Mature Defence Mechanism occupies the highest Mean score (13.32), 
followed by Neurotic Defence Mechanism (11.35), Psychotic Defence Mechanism 
(10.67), and Immature Defence Mechanism (9.15). 


It can be interpreted that Parents with Differently Abled Children visualized their 
problems actively and they transformed their unconscious feeling into conscious 
feeling gradually. They knew that conscious efforts need to be utilised in 
controlling their mental health as well as adopting the new situations in order to 
support their Differently Abled Children. Parenting a Differently Abled Child is not 
an easy task. Mature Defence can tackle the problems more seriously and Parents 
with Differently Abled Children utilised them in order to lower down their 


unexpected feeling related to Parental issues. 
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Table 4.103: Comparison among the Four Levels of Defence Mechanisms 


Utilised by the Parents with Differently Abled Children 


Level of Defences Mean(SD) 


1.Psychotic Defence 10.67 + 3.04 48.40+ 26.40 


2.Immature Defence 9.15 + 4.20 43.70 + 18.52 
3.Neurotic Defence 11.35+ 4.02 52.26 + 25.46 
4.Mature Defence 13.32 44.06 58.92 + 27.70 


The four levels of Defence Mechanism process of the Parents with Differently 


Abled Children along with their PMS can be easily shown on the following figure: 


DENFENCE 
[i Psychotic Defense 
[ij Immature Defense 
[_] Neurotic Defense 
[Bj Mature Defense 


Fig.4.140: Bar Chart Comparing the Four Levels of Defence Mechanisms 
Utilised by the Parents with Differently Abled Children 


As shown in Table 4.104, Cognitive Reappraisal Strategy has more Percent Mean 
Score ( PMS + SD= 64.56 + 23.80) than Emotional Suppression Strategy ( PMS + 
SD= 56.70 + 18.04). So it can be interpreted that Cognitive Reappraisal had been 
used greatly by the Parents with Differently Abled Children rather than Emotional 
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Suppression. Cognitive Reappraisal Strategy of the Emotional Regulation Strategy 


was more useful to minimize their anxiety, stress and depressive symptoms. 


Table 4.104: Mean, SD and Percent Scores of Emotional Control Strategies 
among the Parents with Differently Abled Children (N=400) 


Emotional Control or | Mean (SD) Percent Scores 
Regulation Strategies 


1.Cognitive Reappraisal 


2.Emotional Suppression 


50.82 + 12.17 60.63 +20.92 


Hypothesis Testing-5 
4.9.1: Ho5. There is no significant relationship between Emotional Control 


Strategies and Defence Mechanism among Parents with Differently Abled 


Children. 


Product-moment coefficient correlation along with p-value was calculated to 
establish the correlation between two variables i.e Defence Mechanism and 
Emotional Control (regulation) Strategies of the Parents with Differently Abled 
Children. Independent paired t-test and p-value were calculated to determine the 
gender difference between two groups (Fathers and Mothers of the Differently 


Abled Children) with respect to the above mentioned two variables. 


The Researcher adopted Correlation statistic as the variables of the study were in 
the Interval scale (Likert scale). We know that a Person product-moment 
correlation coefficient is a measure of linear association between two variables in 
the interval scale. The measure varies from -1 to + 1 ,with 0 indicating no linear 
association. Here the Pearson product-moment correlation coefficient computed for 


a specific set of data on two variables with the help of Minitab 17 version software. 
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For example, when the Researcher wanted to ascertain whether Psychotic Defense 
Mechanism of the Parents with Disabled Children was related to their Emotional 
Regulation Strategy, Pearson product-moment correlation coefficient could be 
computed for Psychotic Defence Mechanism’s scores on these two variables. In the 


Minitab 17 version software, PMC was directly calculated to find out the ‘ r’ value. 


In the current study ‘r’ is interpreted with the help of four major aspects as follows: 
(a) Level of significance ( usually at 0.01 or 0.05 levels) 

(b) Magnitude of ‘r’: In general, the following forms the basis of interpreting the 
magnitude of the ‘r’: 

(c) Direction of ‘r’ : The ‘r’ could be positive, negative and zero. 

(1) A positive ‘r’ signifies that the relationship between two variables is directive. 
If the value of one variable is high ,the other is expected to be high. 

(11) A negative ‘r’ signifies that the relationship between two variables is inverse i.e. 
if the value of one variable is high, the other is expected to be low. 

(iii) The relationship between two variables could be zero. 

(c) The Coefficient of Determination refers to the percentage of variability in one 
variability in one variable that is associated with variability in the other variable. It 
can be computed manually using formula i.e.100r. In the Minitab 17 version 
software, all these formula has been used to find out the ‘r’ values of different 
predictor variables that are related to the Coping Mechanism of Parents having 


Disabled Children. 


Referring to Table 4.105, we can see that there is a ‘moderate positive relationship’ 
between Psychotic Defence (r = .456 ) and the Emotional Control Strategy of the 
Parents with Differently Abled Children. It is statistically highly significant at the 
0.1% level (p<.0006). On the other hand, there is also a ‘substantial positive 
relationship’ between Immature Defence ((r = 655) and Emotional Suppression of 
Emotional Control Strategy of the Parents with Differently Abled Children. It is 
statistically highly significant at the 0.5% level (p= <0.005). In other words, the 
sign of the correlation between the Psychotic Defence and Cognitive Reappraisal of 
Emotional Control Strategy of the Parents with Differently Abled Children is 


undetermined. Similarly, the sign of the correlation between Immature Defence and 
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Cognitive Reappraisal of Emotional Control Strategy of the Parents with 
Differently Abled Children is also undetermined. 


The study also reveals that both Neurotic Defence ( r = .435) and Mature Defence ( 
r = .578) are made a ‘moderate positive correlation’ with Cognitive Reappraisal of 
Emotional Control Strategy of the Parents with Differently Abled Children. The 
relationship between Neurotic Defence and Cognitive Reappraisal of Emotional 


Control Strategy is statistically highly significant at 0.1% level (p < .0009). 


On the contrary, the relationship between Mature Defence and Cognitive 
Reappraisal of Emotional Control Strategy is statistically highly significant at the 
0.5% level (p < 0.003). From the study, it is also found that the sign of the 
correlation between Neurotic Defence and Cognitive Reappraisal of Emotional 
Control Strategy of the Parents with Differently Abled Children is undetermined. 
Similarly, the sign of the correlation between Mature Defence and Cognitive 
Reappraisal of Emotional Control Strategy of the Parents with Differently Abled 


Children is also undetermined. 


With reference to different components of Psychotic Defence Mechanism of the 
Parents with Differently Abled Children, the study shows that both Psychotic 
Denial (r = 0.556) and Splitting (r = .482) make a ‘moderate positive relationship’ 
with Emotional Suppression of Emotional Regulation Strategy. The study also 
shows that the Delusional Projection (r=0.348, p <.105), and Distortion (r=0.360, 
p< .108) as a Psychotic Defence Mechanism are made significantly ‘low positive 
relationship’ with Emotional Suppression of Emotional Regulation Strategy for the 
Parents with Differently Abled Children, although their p-values indicate that these 


are not statistically significant at the 0.05 level even. 


With reference to different components of Immature Defence of the Parents with 
Differently Abled Children, the study reveals that Acting Out (r = 0.486, p=0.019), 
and Projection (r=524, p =0.007) as Immature Defence Mechanism are made a 
‘moderate positive relationship’ with the Emotional Suppression of Emotional 
Control Strategies of the Parents with Differently Abled Children. Acting Out is 
statistically significant at the 5% level. On the other hand, Projection is statistically 


significant at the 0.5% level. Passive Aggression (r=0.660, p=0.024) and 
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Somatisation (r =0.602, p=0.035) as Immature Defence Mechanism are made 
‘substantial positive relationship’ with Emotional Suppression at the 5% level of 
significance. So it can be said that Passive Aggression plays the paramount role 
among the Immature Defence Mechanism in minimizing the emotional problems of 
the Parents with Disabled Children. The study also supports the view that Schizoid 
Fantasy, Idealization, Introjection, and Projective Identification are significantly 
made a ‘low positive correlation’ with the Emotional Suppression Strategy of the 


Parents with Differently Abled Children. 


With reference to different components of Neurotic Defence of the Parents with 
Differently Abled Children, the study reveals that both Displacement (r = 723, p < 
0.0002) and Upward and Downward Social Comparisons ( r = 645, p <0.0005) are 
made a ‘substantial positive relationship’ with Cognitive Reappraisal of Emotional 
Regulation Strategies of the Parents with Differently Abled Children. Both are 
statistically highly significant at 0.1% level. On the other hand, Dissociation ( r = 
486, p< 0.058) is made a ‘moderate positive correlation’ with Cognitive 
Reappraisal at the 5% level of significance. Reaction Formation ( r= 446, p < 
0.004) is made a ‘moderate positive correlation’ with Cognitive Reappraisal of the 
Parents with Differently Abled Children at the 0.5% level of significance. 
Repression, Isolation, Rationalisation etc. are also positively correlated with 
Cognitive Reappraisal of the Emotional Control Strategies in Parents with 
Differently Abled Children, although their greater p-values indicate that these are 


not statistically significant at the 5% level of significance. 


With reference to different components of Mature Defence Mechanism of the 
Parents with Differently Abled Children, the study shows that Anticipation ( r= 
712, p < 0.004) is made a ‘substantial positive relationship’ with the Cognitive 
Reappraisal of Emotional Control Strategies of the Parents with Differently Abled 
Children at the 0.5% level of significance. Both Sublimation ( r = 540, p = .011) 
and Suppression ( r =440, p= .016) are made a ‘moderate positive relationship’ with 
Cognitive Reappraisal of the Emotional Control Strategies in Parents with 
Differently Abled Children at the 5% level of significance. Lastly, Humour (r= 578, 
p= 0.048) as Mature Defence Mechanism is made a “moderate positive correlation’ 


with Cognitive Reappraisal Emotional Control Strategy of the Parents with 


664 


Differently Abled Children at the 5% level of significance. The study also reveals 
that Altruism as a Mature Defence Mechanism is made a ‘low positive relationship’ 
with the Cognitive Reappraisal Strategy and ‘negligible positive relationship’ with 
the Emotional Suppression of the Parents with Differently Abled Children. 


Table 4.105: Relationship between Defence Mechanism and Emotional 
Control Strategies among the Parents with Differently Abled Children 
(N=400) 


Defence Mechanism Emotional Control Strategies 
a ae ee oe 


Psychotic-Defence 
Mechanism 

1. Psychotic Denial 
2.Delutional Projection 


3.Distortion 


4. Splitting 

Immature-Defence <0.005*** 
Mechanism 

5.Acting Out 0.019* 

6. Projection 0.007*** 
7.Schizoid Fantasy 0.460 

8. Idealization 0.392 

9. Introjection 0.151 
10.Projective Identification 0.250 

12. Somatisation 0.035 * 
13. Passive Aggression 0.024* 
Neurotic-Defence 

Mechanism 

14. Displacement 

14.Dissociation 


16. Intellectualization 


17. Reaction Formation 


18. Repression 
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19. Isolation 0.157 


20. Rationalisation 0.235 0.268 
21.Regression 0.345 0.245 
22. Upward and downward | 0.645 0.0005**** 


Social Comparisons 


Mature Defence Mechanism <0.003*** 
23. Altruism 0.49 

24. Anticipation 0.004*** 
25. Sublimation 0.011* 

26. Suppression 0.016* 

27. Humour 0.048* 


r: Pearson coefficient correlation 


Statistically significant at *p<.05, ** p< 0.01, ***p <.005,****p<.0.001 


From the above analysis and interpretation, Hypothesis-5 is rejected and 
statistically significant relationship between Emotional Control Strategies and 
Defence Mechanisms in the Parents with Differently Abled Children is established. 
As mentioned earlier these assumption is purely based on statistically significant 


level as found on the sample responses. 


So it is better to express the relationship between Emotional Control Strategies and 
Defence Mechanism of the Parents with Differently Abled Children as 
‘determined’. In other words, although statistical level of significance is not found 
between some components of Emotional Control Strategies and Defence 
Mechanism of the Parents with Differently Abled Children, yet we can’t say that 
this there is no hidden relationship between the two variables. As Type-II error may 
exhibit in those relationship to the minimum level, so it is better to consider those 
statistically insignificance relationship as ‘undetermined.’ These relationship will 
be verified later in the discussion on the results (Chapter-VI) and related studies 
will have been cited to justify the authenticity of these findings. Now we are 
looking for testing the another Null Hypothesis (Ho6) with respect to Gender 
Difference in using Emotional Control Strategies and Defence Mechanism of the 


Parents with Differently Abled Children. 
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Hypothesis Testing-6 


8.9.2: Ho6: There is no significant Gender Difference in using Emotional 
Control Strategies and Defence Mechanism of the Parents with Differently 
Abled Children. 


Referring to Table 4.106, we can see that Father of the Differently Abled Children 
adopted greater Psychotic or Pathological Defences (PMS =48.49) rather than their 
spouses (PMS for Mothers with Differently Abled Children = 43.64). The study 
also reveals that there is no statistically significant gender difference (Fathers vs. 
Mothers) in using Psychotic or Pathological Defence Mechanism of the Parents 
with Differently Abled Children. The t-value as well as p-value of the Psychotic 
Defence Mechanism with reference to the gender of the Parents with Differently 
Abled Children is estimated as 0.168 and 0.104 respectively. It indicates that there 
is no statistically significant gender difference between Fathers and Mothers of the 
Differently Abled Children with respect to the use of Psychotic or Pathological 
Defence Mechanism even at 5% level of significance. In other words, we can say 
that the direction of the gender differences between Fathers and Mothers of the 
Differently Abled Children with reference to the adopting of Psychotic Defence 


Mechanism is undetermined. 


Among the four types of Psychotic defences, the PMS value of Denial ( PMS = 
58.21>52.56) and Splitting (PMS = 52.26> 46.05) are higher in Fathers with the 
Disabled Children rather the Mothers with Disabled Children. As revealed in the 
study, there are statistically significant differences between Fathers and Mothers of 
the Disabled Children with reference to their adaptation of Denial and Splitting at 
the 5% level. The p- vales of Denial and Splitting are estimated as 0.044 and 0.022 
respectively supporting this conclusion. No statistically significant gender 
difference is found with reference to Delusional Projection as well as Distortion 


even at the 5% level of significance. 


Looking into the trend of adopting various types of Psychotic or Pathological 
Defences, we can understand their relative effects on the lives of Parents raising 
Children with disabilities. Denial is an unconscious strategy for minimizing the 


grief with respect to the birth of a Disabled Children in the family, vis-a-vis- 
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Splitting allowed them to readily discard things they consider as ‘bad’ and to 


embrace things they assumed ‘good even if those things were harmful or risky. 


Gender difference is not prevalent in both Distortion and Delusional Projection of 
the Parents having Children with disabilities. Gender difference is not also 
happened in their distorted feeling as well as in delusions about external reality 
(usually of a persecutory nature). These findings will be verified later in the 


discussion on the results by using a comparative analysis with other studies. 


Table 4.106: Step Wise Mother-Father Discrimination Analysis on Defence 
Mechanism (Psychotic) among the Parents with Differently Abled Children 
(N=400) 


Defence Mechanism Fathers of the Mothers of the 
Disabled Disabled 
Children Children 
(n=200) (n=200) 


-PSDS PMS4 
48.49 20.25 43.64 18.50 


Psychotic/Pathological 

1..Denial 58.21 + 22.25 52.56 £18.20 
2.Delusional Projection | 33.25 + 17.28 29.05 £14.56 
3.Distortion 28 £20.26 32.90 422.60 
4, Splitting 52.26 £20.25 46.05 +25.50 


*Statistically significant at p < .05 


So the Null Hypothesis-6 is accepted, and there is no statistically significant 
gender difference between Fathers and Mothers of the Disabled Children with 
reference to their adaptation of Psychotic Defences ( t= 0.168, p=0.104) 


Referring to Table 4.107, we can see that the Percentage Mean Score (PMS) of the 
Fathers of Disabled Children (PMS= 44.95) is higher than the Mothers of the 
Disabled Children (PMS = 42.10) with respect to the adaptation of Immature 


Defence Mechanism. But there is no statistically significant difference between 
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Fathers and Mothers of the Disabled Children with respect to their adaptation of 
Immature Defences even at the 5% level (t= 1.305, p=0.210). Statistically 
significant difference is only found between Fathers and Mothers of the Disabled 
Children with reference to their use of Somatisation (0.1% level of significance , p 
value = 0.0002) and Passive Aggression (5% level of significance, p <0.012). 
Fathers of the Disabled Children occupy greater percent mean scores in Passive 
Aggressive Defence Mechanism (PMS= 59.28> 56.27) rather than their spouses. 
On the other hand, Mothers of the Disabled Children occupy greater PMS with 
reference to the use of Somatisation rather than their husbands ( PMS= 36.02 
>20.60). P-values of other Immature Defence styles such as Acting Out, Projection 
schizoid Fantasy ,Idealization ,Introjection, Projective Identification, Somatisation 
etc are significantly greater than > 0.05, indicating that these are not statistically 
significant at the 5% level with reference to the gender discrimination. Their t- 


values are also estimated as below 0.2., that strongly supports this conclusion. 


Table 4.107: Step Wise Mother-Father Discrimination Analysis on Immature 
Defence Mechanism among the Parents with Differently Abled Children 
(N=400) 


Defence Mechanism Fathers of the Mothers of the 
Disabled Disabled children t 
Children(n=200) (n=200) 


“Immature Defence | 44.95 + 13.05 42.10 + 11.90 0.210 
Mechanism 
5.Acting Out 48.20 + 18.70 45.20 + 17.50 0.024* 
6. Projection 44.12 + 20.70 41.12 + 19.70 0.341 
7.Schizoid Fantasy 39.15 + 15.12 36.15 + 10.05 0.409 
8. Idealization 38.28 428.20 36.28 £18.25 0.024 
9. Introjection 44.58 + 34.02 40.58 + 14.52 0.024 
10.Projective 49.02 + 18.20 47.02 + 13.65 0.341 
Identification 
12. Somatisation 20.60 +20.04 36.02 £28.44 0.0002**** 
13. Passive Aggression 59.28 + 18.90 56.27 +16.09 0.012** 


Statistically significant at *p<.05, ****p<.0.001 
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So the null hypothesis-6 is accepted, and there is no statistically significant gender 
difference between Fathers and Mothers of the Disabled Children with reference to 
their adaptation of Immature Defence Mechanism. In other words, we can say that 
the relationship between Fathers and Mothers of the Disabled Children with 


reference to their adaptation of Immature Defences is undetermined (P=.220). 


Referring to Table 4.108, we can see that the Mothers of the Disabled Children 
occupy greater PMS (53.15) rather than Fathers of the Disabled Children (PMS 
=49.06) with reference to Neurotic Defences, but no statistically significant 
difference is noticed between the two gender at the 5% level of significance 
(t=0.879, p= 0.381). In other words, the direction of the differences between 
Fathers and Mothers of the Disabled Children with reference to Neurotic Defences 


is undetermined. 


Among the Neurotic Defences in the Parents with Disabled Children, two 
exceptions are found in case of Displacement and Reaction Formation, where 
statistically significant differences are found between Fathers and Mothers of the 
disabled children. The small p-values of Displacement ( p <0.024) and Reaction 
Formation ( p<0.014) indicates that there are significant gender differences in the 
Parents with Disabled Children with respect to the adaptation of Displacement and 
Reaction Formation. The t-values for Displacement and Reaction Formation are 
estimated as 2.195 and 2.904 respectively, also strongly supporting this conclusion. 
Percent Mean Scores of Displacement (PMS= 60.20 > 51.15) and Reaction 
Formation ( PMS = 56.28 > 53.05) are higher in the Mothers of the Disabled 
Children rather than in the Fathers of the Disabled Children. 


Table 4.108: Step Wise Mother-Father Discrimination Analysis on Neurotic 
Defence Mechanism among the Parents of Disabled Children (N=400) 


Defence Mechanism Fathers of the Mothers of the 
Disabled Disabled t 
Children(n=200) | children (n=200) 
Neurotic Defence 49.06 18.60 53.15 21.05 0.970 0.385 
ee ee ee 
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14. Displacement 51.15 + 18.70 62.20 + 22.50 2.195 0.024* 
15.Dissociation 49.12 + 16.70 56.12 £21.70 0.326 0.341 
16.Intellectualization 41.15+419.12 47.15 + 16.15 0.806 0.409 
17.Reaction Formation 53.05 +18.20 56.28 +20.25 2.904 0.014* 
18. Repression 53.58 + 12.02 55.58 + 15.70 0.425 0.388 
19. Isolation 47.02 + 12.20 49.02 + 18.65 0.906 0.341 
20. Rationalisation 46.02 +20.04 52.02 428.44 0.901 0.602 
21.Regression 42.12 + 19.70 46.09 +21.08 0.309 0.141 
22.Upward and 53.00 427.29 56.22429.26 0.408 0.109 
Downward 


Social Comparisons 


*Statistically significant at p < 0.05 


Referring to Table 4.109, we can see that there is a statistically significant 
difference between Fathers and Mothers of the Disabled Children with respect to 
their adaptation of Mature Defence Mechanism at the 5% level (t= 2.608, p=0.016). 
In other words, the relationship between Fathers and Mothers of the Disabled 
Children with respect to their adaptation of Mature Defence Mechanism is 


‘determined’ ( p=0.016). 


The PMS of the Mothers of the Disabled Children is higher than their husbands 
with reference to their adaptation of five types of Mature Defences (PMS for 
Fathers =49.36, PMS for Mothers = 58.44) strongly indicates that there is a gender 


difference in Mature Defences as reflected on the following table. 


Among the five types of Mature Defences, the study reveals that Altruism (5% 
level of significance, p <0.24), Anticipation (5% level of significance, p<0.012), 
and Suppression (5% of significance, p < 0.014) are statistically significant. No 
statistically significant gender difference is found with reference to two types of 
Mature Defences i.e. Sublimation and Humour at the 5% level. In other words, 
Gender differences between Fathers and Mothers of the Differently Abled Children 
with respect to their adaptation of Mature Defences like Sublimation and Humour 
are ‘undetermined.’ This conclusion is only based on Alpha values or p-values of 
the concerned sample responses, and not on the basis of Beta-values. So there may 


be a possibility to appear a Type-IJ error while accepting this null hypothesis. 
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Table 4.109: Step Wise Mother-Father Discrimination Analysis on Mature 
Defence Mechanism among the Parents of Disabled Children (N=400) 


Defence Mechanism Fathers of the Mothers of the 
Disabled Disabled 
Children(n=200) | Children (n=200) 
t PSDS PMS+PSDS 
Mature Defense 49.36 + 20.82 58.44 + 26.84 2.608 0.016* 
Mechanism 

23. Altruism 43.15 + 20.12 48.15 + 23.12 2.325 0.024* 
24.Anticipation 55.28 £18.20 68.28 £28.20 2.906 | 0.012* 
25. Sublimation 48.58 + 24.02 56.58 + 28.02 0.901 0.409 
26. Suppression 48.02 + 18.20 59.02 + 24.00 2.856 | 0.014* 
27. Humour 58.80 + 23.56 46.20 + 20.90 0.650 | 0.236 


*Statistically significant at p< 0.05 


So the null hypothesis-6 is rejected and statistically significant gender difference 
between Fathers and Mothers of the Disabled Children is found with reference to 


their adaptation of Mature Defence Mechanism at the 5% level. 


Referring to Table 4.110, we can see that there is a statistically significant 
difference between Fathers and Mothers of the Disabled Children with reference to 
their adaptation of Emotional Control Strategies at the 5% level (t= 2.032, p 
<0.024). In other words, the direction of relationship between Fathers and Mothers 
of the Disabled Children with reference to their adaptation of Emotional Control 


Strategies is ‘determined’. 


Among the two components of Emotional Control Strategies of the Parents with 
Disabled Children, the study reveals that there is a statistically significant gender 
between Fathers and Mothers of the Disabled Children in relation to their 
Emotional Suppression (t=4.052, p<0.03) at the 5% level. The PMS value for 
Fathers of the Disabled Children (PMS=59.05) is higher than their spouses 
(PMS=55.02) with regard to their Emotional Suppression. 


On the contrary, PMS values of Fathers and Mothers of the Differently Abled 
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Children with respect to their Cognitive Reappraisal are estimated as 62.46 and 
66.06 respectively, although statistically significant difference is not observed 
between Fathers and Mothers of the Disabled Children with respect to their 
adaptation of Cognitive Reappraisal at the 5% level (t= 1.290, p< 0.135). In other 
words, the relationship between Fathers and Mothers of the Disabled Children with 


respect to their adaptation of Cognitive Reappraisal is ‘undetermined’. 


Table 4.110: Step Wise Mother-Father Discrimination Analysis on Emotional 
Control Strategies in the Parents with Differently Aabled Children (N=400) 


Defence Mechanism Fathers of the Mothers of the | t 
Disabled Disabled 
Children children 
(n=200) (n=200) 


Emotional Control 
Strategies 


1.Cognitive Reappraisal 


2.Emotional Suppression | 58.054 


*Statistically significant at p <0.05 


So the Null Hypothesis-6 is rejected and it is concluded that there is a statistically 
significant gender difference between Fathers and Mothers of the Differently Abled 
Children with reference to their adaptation of Emotional Control Strategies at the 5 
% level. In other words, the gender difference between Fathers and Mothers of the 
Disabled Children with reference to their Emotional Control Strategies is 


‘determined’ (p=0. 
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CHAPTER-V 


5.0: MAJOR FINDINGS 


This chapter reports the major findings of the study based upon the methodologies 
applied to gather information. It is expected that the major findings of the study 
arranged in a logical sequence without any bias or misinterpretation. As the present 
study deals with multiple results of equal significance, an overall synopsis is added 
at the end synthesizing the key findings of the study. Some guidelines were also 
followed for highlighting the readers’ observations that are most relevant to the 
topic under investigation (Anderson,2003; McMurrey, 2002; Wesimen, 1996; 
Maxwell, 1992; Guba, 1981). 


5.1: Major Findings With Reference To Demographic Variables And Socio 
Economic Condition Of The Parents With Disabled Children (Objective-1) 


The findings on the demographic variables and socio economic condition of the 
Parents with Disabled Children are reported under the two sections: (a) Section I: 
Major Findings on the Parents’ of the Differently Abled Children’s Profile, and (b) 
Section II: Major Findings on the Differently Abled Children’s Profile 


5.1.1: Section I: Major Findings On The Parents’ Of The Differently Abled 
Children’s Profile 


The survey shows us that among the 400 respondents the highest number of Male 
or Female respondents belonged to Parents with Hearing Impaired Children ( 
Mothers= 20.75% , & Fathers = 20.75%, total =41.5%). On the other hand, the 
lowest number of Male or Female respondents belonged to Parents with Autism 
Children (Mothers = 8.75 & Fathers = 8.75, total = 17.5%). Parents with 
Intellectually Disabled Children and Parents with Visually Impaired Children were 
participated into the study up to 18% and 23% respectively (See Table 4.1). 


With reference to age of the Parents with Disabled Children, the survey shows that 
the highest number of Fathers with Disabled Children were more than 40 years age 
(n=133, 66.5 %), followed by 31-40 years age group (n=60, 30%). Only 3.3 % of 
the Fathers with Disabled Children belonged to the 21-30 years age group. On the 
other hand, the highest number of Mothers with Disabled Children were more than 
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AO years age (n=112,56%), followed by 31-40 years group (n=80, 40%) and only 4 
% of the Mothers with Disabled Children belonged to the 21-30 years age group 
(See Table 4.3). 


The majority, as can be seen form the responses to an Interview Schedule about 
the religion of the Parents with Differently Abled Children belonged to Hindu 
religion (60% of the Fathers with Differently Abled Children , n=120 and 62 % of 
the Mothers with Differently Abled Children , n=124). Islamism occupied 27.5 % 
of the Fathers with Differently Abled Children and 25 % of the Mothers with 
Differently Abled Children in the selected area. Almost 2% of the Parents occupied 
Shikhism. Almost 10% of the Fathers and 11% of Mothers with Differently Abled 
Children occupied Christian religion. Others religion covered only 0.5 % of the 


Fathers with Differently Abled Children (See Table 4.4). 


From the survey it is found that among the Fathers with Differently Abled 
Children, General Caste occupied the highest number (53%), followed by OBC 
(26%) , SC (14.5%) and STs(6.5). Similarly, among the various castes of the 
Mothers with Differently Abled Children, General Caste occupied the highest 
number (43.5%), followed by OBC (29%), SC(21%), and ST (6.5%). 


With respect to locality of the respondents, it is found that Urban Parents was the 
highest number (Fathers = 60%, Mothers =55%), followed by Semi Urban 
(Fathers=20.0%, Mothers=27.5%), Slum (both Parents=15%), and Rural (Both 
Parents=5%). 


With reference to distance of the residence from nearest Primary Health Centre 
(PHC), the study shows that that the majority of the parents (60%) were living 
within 2-5 km from the Primary Heath Centre, followed by within 1 km (22.5%), 
6-10 km (12.5%), and more than 10 km (5%). It indicates that infrastructure to 
minimize the Birth Mortality Rate (BMR) was available in the locality (See Table 
4.7). 


From the study we can see that about 45% of the respondents ( Fathers with 
Differently Abled Children = 112, & Mother with Differently Abled Children = 
68) got married between 23 -30 years age, followed by the age group between 18- 
22 years , below 18 years , 31- 40 years , and lastly 41 years and above (Table 4.8). 
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The survey shows that the majority of the Parents with Differently Abled Children 
preferred Arranged Marriage ( n=97, 48.5%), followed by Love Marriage (n=68, 
34%), Consganity (n=31, 15.5.%) and Others types of Marriage ( n=4, 2%). (See 
Table 4.9). 


The survey reveals that the highest number of Parents with Differently Abled 
Children with respect to their Marital years was 17-20 years age group (n= 68, 
34 %) , followed by 21 years and above group age (n= 64, 32 %), 13-16 years age 
group ( n= 42, 21 %), and 9-12 yrs age group (n=26, 13%). 


With respect to accident/injury during the pregnancy of the Mothers of the 
Disabled Children (n=200), the study shows that about 77.5 % of the Mothers with 
Disabled Children did not face any kind of accident or injury during their 
pregnancy, followed by minor accident /injury ( 22%), and major accident/ injury 


(4.5%) during pregnancy (See Table 4.11). 


It also reveals that the highest number of respondents had occupied different blood 
groups ( n= 123 Parents with Differently Abled Children, 61.5%), followed by 
same blood group ( n=77 Parents with Differently Abled Children , 38.5 %). (See 
Table 4.12). 


With reference to type of family of the Parent with Disabled Children the survey 
shows that the highest number of Parents with Differently Abled Children came 
from Nuclear family (n=128, 64%), followed by Joint family ( n=50, 25%) and 
Grandparent family (n=22, 11%). ( See Table 4.13) 


With regard to number of Children in the family of the Parents with Differently 
Abled Children, the survey shows that about 34 % of the Parents with Differently 
Abled Children had two children in the family, followed by more than three 
(23.4%), one (22.5) and three (20%). (See Table 4.14) 


With reference to no. of siblings in the family of the Parents with Disabled 
Children, the study shows that about 51% of the Parents with Differently Abled 
Children had 1-2 siblings in the family, followed by 3-5 siblings in the family ( 
26%), no sibling in the family ( 12.5%), and lastly more than five siblings in the 
family ( 10.5%). (See Table 4.15) 
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With respect to educational level of the Parents with Disabled Children the study 
reveals that almost 45% of the Parents with Disabled Children completed above 
high school courses ( n=180), followed by high school ( n=158, 39.5%), primary 
(n=30, 7.5%), pre-primary ( n=18, 4.5%, ). Only 3.5% of the Parents was identified 
as illiterate (n=14, See Table 4.16). 


From the survey it is found that about 37% ( n=150) of the Parents with Disabled 
Children were unemployed. About 32.5 % of them were workers, followed by 
business (18%), teaching (10.5%), and medical related profession (1.6%). It 
reveals that unemployment of the Parents was one of the major issues that might 
impact the parenting system in rearing a Children with disabilities ( See Table 


4.17). 


With respect to the employment status of the Parents with Disabled Children, the 
study reveals that about 37.5% of the Parents responded none of the above 
category, followed by full time (30%), self-employed (16.5), part-time (11%) and 
contractual (10%). ( See Table 4.18) 


With respect to no. of earning member(s) in the family of the Parents with Disabled 
Children the survey reveals that category of ‘only father is employed’ occupied the 
highest percent of frequency (53.5%), followed by ‘only mother is employed’ 
(8%), both father and mother are employed (26.5) and lastly “both are employed’ 
(12%). 


With reference to the economic status of the family (as per the Govt. Schedule, 
2011), the study shows that the highest category of economic status of the families 
in the Parents with Disabled Children represented by above poverty line (APL- 
72.5%), followed by others (22%), Antyodata (4%) and BPL(1.5%). (See Table 
4.20) 


With reference to monthly income in the family of the Parents with Disabled 
Children, the highest percent of the monthly income belonged to Rs.15001-40000 
(51%), followed by Rs 8001-15000 (28%), more than Rs. 40,000(16.5%) and 
below 3000(2%). ( See Table 4.21) 
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With reference to the number of dependent member(s) other than Disabled Child, 
the survey reveals that almost 37.5% of the Parents with Disabled Children had two 
dependent members other than Disabled Children, followed by one ( 23.5%), more 
than two (22.5%) and none (16.5%). ( See Table 4.22) 


From the survey, it is found that about 43.5% of house of the Parents with Disabled 
Children were identified as semi pucca, followed by pucca( 40%), others ( 11.5%) 
and Katcha(5%). (See Table 4.23) 


As revealed in the study, the highest percentage of mode of house of the Parents 
with Disabled Children was demarcated as Rental (41%), followed by Own House 
(36%) and Company House (9%). Both Govt. House and Lease occupied almost 
7% each of the mode of house of the Parents with Disabled Children.(See Table 
4,24) 


According to the survey, about 71 % of the Parents with Disabled Children had 
utilised pipe water, followed by complete purified water ( 14%), ordinary wells 


(9%), and hand pumps (6%) (See Table 4.25) 


With regard to scarcity of water in the families of the Parents with Disabled 
Children the survey tells us that the highest percent of scarcity of water belonged to 
‘always’ category (34%), followed by ‘often’( 19%), ‘never’ and’ rarely’ (17%), 
and lastly ‘sometimes’(11%). As found in the study, scarcity of water was one of 


the major problems of the sample area under taken ( See Table 4.26) 


With regard to the quality of drinking water in the families of the Parents with 
Disabled Children the survey shows that almost 53% of the families was affected 
with ‘Iron’ (53%), followed by ‘ Saline’ (23%), ‘No problem at all’(18%) , and 
lastly ‘Fluoresces’ (6%). Thus it can be concluded that almost half of the families 
was depriving of quality of drinking water (See Table 4.27) 


It reveals that about 11% of the Fathers with Disabled Children and about 1% of 
the Mothers with Disabled Children had habit of smoking only. About 3% of the 
Fathers with Disabled Children and 8% of the Mothers with Disabled Children 
were addicted to alcohol only. Both smoking and alcohol were accounted for 28% 


of the Fathers with Disabled Children and 1% of the Mothers with Disabled 
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Children. Only Narcotic drugs were utilized by 0.5 % of the Fathers with Disabled 
Children and 1.5 % of the Mothers with Disabled Children. Smoking, alcohol and 
narcotic drugs were utilised by about 28% of the Fathers with Disabled Children 
and 1.5% of the Mothers with Disabled Children. Almost 50.5% of the Fathers with 
Disabled Children did not have any habits as mentioned above, vis-a-vis, about 
87% of the Mothers with Disabled Children did not have any habits as mentioned 
above ( See Table 4.28) 


It can be seen from the survey that about 8% of the Mothers with Disabled 
Children and 5.5 % of the Fathers with Disabled Children were the victim of poor 
physical or mental health. On the contrary, almost 3.25 % of both Parents (Fathers 
and Mothers) with Disabled Children had been suffering from poor physical or 
mental health. About 86.5% of Parents with Disabled Children informed that they 
lacked any difficult type of physical or mental health problems (See Table 4.29) 


The study tells us that lack of time for the Child was one of the major family 
problems in the families of the Parents with Disabled Children. About 60 % of the 
Parents with Disabled Children informed that they felt lack of time in rearing their 
Disabled Children. Almost 22.5 % of the Parents with Disabled Children informed 
that they felt problem with reference to quarrel in their family in rearing their 
Disabled Children. About 21.5 % of the Mothers with Disabled Children informed 
that their family problems were created due to their husband’s addition to alcohol. 
About 18.75% of the Parents with Disabled Children informed that they did not 
feel the above mentioned family problems. (See Table 4.30) 


From the survey, it is also found that the highest percent of financial support of the 
Parents with Disabled Children came from spouses only (81%), followed by Govt. 
policies (10.5%), inheritance (5%), relatives (3%), others (2.75%), NGOs ( 2.5%), 
and neighbours (2.25%). This result indicates the miserable pictures of the Parents 
with Disabled Children with respect to their sources of financial support ( See table 
4.31) 


With reference to sources of professional support, almost 44 % of the respondents 
informed that their professional support came from medical doctors. Another 


important sources of Professional support in the Parents with Disabled Children 
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came from physiotherapists (21.6%) and trained teachers in the schools (11.5%). 
Psychologists provided almost 8% of the professional support for the Parents with 
Disabled Children. Minor professional supports for the Parents with Disabled 
Children were identified as black magicians (5.25%), others (5.25%), religious 
gurus( 3.25) etc. ( See Table 4.32) 


With respect to problems related to professional support in the Parents with 
Disabled Children, about 57.5% of the respondents informed that they were unable 
to maintain regular contact with the doctors due to distance and money. About 42.5 
% of the respondents informed that they were suffering from lack of information 
about the Child’s condition. About 32.5 % of the respondents informed that the 
doctors or nurses were not dedicated to their Disabled Children. About 27.5 % of 
the respondents demanded that they negligence on the part of the hospital at the 
time of delivery. About 13.5% of the respondents demanded that they got wrong 
advice about the Disabled Child’s condition. About 8% of the respondents 
informed that they had no such type of problems as mentioned in the table see 


(Table 4.33) 


With respect to the lack of information of the Parents with Disabled Children the 
study shows that about 67 % of the respondents lacked knowledge about the 
procedure of maintaining a Disabled Child in the family. Almost 30.5 % the 
respondents informed that they had faced availability of new services in their 
locality. Another 18% of the respondents demanded that they had lacked sufficient 
information about the Govt. benefits for their Disabled Children. About 14.5 % of 
the respondents lacked knowledge about the availability of equipments for their 
Disabled Children.(See Table 4.34) 


With reference to lack of facilities facing by the Parents with Disabled Children the 
study tells us that about 30.75 % of the Parents with Disabled Children lacked 
qualified doctors and medicines for their treatment of the disabled children. About 
13.5 % of the Parents with Disabled Children faced problems regarding transport. 
About 10.5 % of the Parents with Disabled Children faced problems related to 
good hospitals. Almost 77.5 % of the Parents with Disabled Children informed that 
they could not manage proper healthy diet for their Disabled Child as 
recommended by the doctors. About 13.5% of the Parents with Disabled Children 
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demanded residential hostels for their Disabled Child. About 30% of the Parents 
with Disabled Children demanded that they had faced difficulties in admitting the 
Children in the special schools. Only 9.75% of the Parents informed that they did 


not feel any problem as mentioned above (See Table 4.35). 
5.1.2: Major Findings On The Profile Of The Differently Abled Children 


From the study it is evident that the highest number of disabled children whose 
Parents participated in the present study were belonged to Hearing Impaired 
(41.5%), followed by Children with Visual Impaired (23%), Children with 
Intellectual Disability (18%), Children with Autism (17.5%) (See Table 4.36) 


With regard to the gender of the Disabled Children the study tells us that about 
60% of the Disabled Children (n=120) belonged to Male gender and another 40% 
of the Disabled Children (n=80) belonged to Female gender. This gender 
discrimination exhibits that Parents were not showed too much enthusiasm towards 


the education of their Female Children with disabilities.(See Table 4.37) 


It is also found that the highest number of age group of the Disabled Children 
selected for studying the Coping Mechanism of their Parents was identified as the 
age group of 11-13 years (n=82, 41 %), followed by Children with age group (8-10 
years , n=58, 29%), Children with 17years and above (n=34 , 17%), Children with 
14-16 years (n=26, 13.0 %). (See Table 4.38) 


With reference to time when disabilities were diagnosed in the Children the survey 
shows that about 30% of the Children (n=60) were diagnosed as Differently Abled 
Children after 36 month, followed by 13-36 month age group (n=40, 20%). 
Children with age groups before 6 month, and 6 tol2 month falls into 17.50 percent 
of the cases respectively (See Table 4.39) 


With reference to number of Disabled Children in the family the study tells us that 
about 83% of the Parents had only one Disabled Children (n=166) in the family, 
followed by two Disabled Children (15%) and more than two Disabled Children in 
the family (2%). (See Table 4.40) 


As found in the study the highest number of birth order of the Disabled Children 
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was identified as one (30%), followed by three (25%). The lowest number of birth 
order of the Children with disabilities falls into two (2) as well as more than three 


(3) 22.5%). (See table 4.41) 


With reference to the educational level of the Disabled Children the present study 
shows that about 60% of the Children with disabilities were studying in class VII- 
VII, followed by class IX-X (33%), and lastly class V-VI (7%). (See table 4.42) 


With reference to additional handicap in the Disabled Children the study tells us 
that almost 70% of the Children with disabilities did not have any additional 
handicap. About 16 % of the Children with disabilities faced additional handicap, 
vis-a-vis, almost 14% of the Children with disabilities faced additional handicap 


sometimes (See Table 4.43). 


With reference to Disabled Children with whom he/she lived the study shows that 
about 54.5 % of the Children with disabilities lived with their Parents. On the other 
hand, 34% of the Children with disabilities stayed in school hostels. The study tells 
us that not many Children with disabilities (6 % of the Children with disabilities) 
lived with their siblings. About 3.5 % of them lived with relatives and another two 


percent with hospital (See Table 4.44.) 


5.1.3: Synthesizing The Key Findings Of The Study With Reference To 
Demographic Variables And Socio-Economic Conditions Of The Parents With 
Disabled Children 


The Researcher identified 44 independent variables (35 variables for Parents with 
Disabled Children & 9 variables for Children with disabilities) from literate as well 
as from his personal experiences after visiting the sample areas repeatedly, that 
exhibits the clear picture of the demographic characteristics and socio economic 
condition of the Parents with disabled children the study undertaken. The total 
number of respondents were 400 (Fathers with disabled children=200,& Mothers 
with disabled children=200) and four types of children with disabilities ( ID, VI,HI 
and ASD) were identified through the schools record books. Majority of the Parents 
with Disabled Children belonged to Hindu religion (Fathers with disabeld 
children=60%, Mothers with Disabled Children = 62%). Islamism occupied 27.5 % 
of the Fathers with Differently Abled Children and 25 % of the Mothers with 
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Differently Abled Children in the selected area. General Caste occupied the highest 
number (53%). With respect to locality of the respondents, it is found that Urban 
Parents was the highest number (Fathers =60%, Mothers =55%), followed by Semi 
Urban (Fathers=20.0%, Mothers=27.5%). Majority of the respondents (60%) were 
living within 2-5 km from the Primary Heath Centre. Only 22% of the Mothers 
with Disabled Children faced minor accident /injury, and major accident/ injury 
were informed only 4.5% of the Mothers during their pregnancy. The highest 
number of Parents with Differently Abled Children came from Nuclear family 
(n=128, 64%). About 34 % of the Parents with Differently Abled Children had two 
children in the family, followed by more than three (23.4%). About 45% of the 
Parents with Disabled Children completed above high school courses ( n=180), 
followed by high school. Almost 53% of the families was affected with ‘Iron’ water 
(53%), followed by ‘Saline’ (23%). The highest percentage of mode of house of the 
Parents with Disabled Children was demarcated as Rental (41%), followed by Own 
House (36%) and Company House (9%). Unemployment (37%) was one of the 
serious problems among the Parents with Disabled Children, especially for the 
Mothers with Disabled Children. ‘Only Father is employed’ occupied the highest 
percent of frequency (53.5%), followed by ‘only Mother is employed’ (8%). The 
highest category of economic status of the families in the Parents with Disabled 
Children represented by above poverty line (APL-72.5%). The highest percent of 
the monthly income of the Parents belonged to Rs.15001-40000 (51%). Almost 
37.5% of the Parents with Disabled Children had two dependent members other 
than disabled children. Smoking, alcohol and narcotic drugs were utilised by about 
28% of the Fathers with Disabled Children and 1.5% of the Mothers with Disabled 
Children. About 86.5% of Parents with Disabled Children informed that they 
lacked any difficult type of physical or mental health problems. Lack of time for 
the Child was one of the major family problems in the families of the Parents with 
Disabled Children. The highest percent of financial support of the Parents with 
Disabled Children came from spouses only (81%), followed by Govt. policies 
(10.5%). Almost 44 % of the respondents informed that their professional support 
came from medical doctors. About 67 % of the respondents lacked knowledge 
about the procedure of maintaining a Disabled Child in the family. About 30.75 % 
of the Parents with Disabled Children lacked qualified doctors and medicines for 
their treatment of the Disabled Children. With respect to Disabled Children’s 
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characteristics the study shows us that about 16 % of the Children with disabilities 
faced additional handicap. About 30% of the Children (n=60) were diagnosed as 
Differently Abled Children after 36 month, followed by 13-36 month age group( 
n=40, 20%). About 83% of the Parents had only one Disabled Children (n=166) in 
the family. About 54.5 % of the Children with disabilities lived with their parents. 
On the other hand, 34% of the Children with disabilities stayed in school hostels. 


5.2. Major Findings On The Stress Level Of The Parents With Disabled 
Children (Objective -2) 


To understand the stress level of the Parents with Disabled Children the Researcher 
listed six (6) components for Child-related Stress sub-scale, seven (7) components 
for Parent-related Stress sub-scale, two (2) components for Family Functioning 
sub-scale for Parenting Stress, and two (2) components for Social support sub-scale 
for Parenting Stress as per the instruction of revised form Parenting Stress Index 
(Abidin, 1983). The results of the stress level of the Parents with Disabled Children 
is totally relayed upon the methodology used in the study. Stress level of the 
Parents with Disabled Children was measured by using descriptive statistics i.e. 


Means, Standard Division and Percent Score of Means. 


5.2.1: Major Findings On Child-Related Sub-Scale Of Parental Stress Among 
The Parents With Disabled Children 


With reference to Child-related sub-scale of Parenting Stress in the Parents with 
Disabled Children, Demadingness (PMS = 56.50 +23.34 ) is identified as the 
highest type of Child-Related Stress among the Parents with Disabled Children, 
followed by Adaptability (PMS=47.22+12.27), Acceptability (PMS=42.86+21.80), 
Distractibility (PMS= 32.12), Reinforces Parents (PMS=26.80+22.38) and Mood ( 
PMS=24.00+12.27).( See Table 4.45 & Fig. 113) 


5.2.2: Major Findings On Parent-Related Sub-Scale Of Parental Stress Among 
The Parents With Disabled Children 


There are seven (7) parameters in Parent-Related sub-scale in the Parents with 
Differently Abled Children. The study reveals that the highest stress noticed in 
Parent-related stress scale was Restrict Role (PMS=56.35) of Parents with CWSN, 
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followed by Attachment (PMS=50.20), Relation with the Spouse (PMS = 48.50), 
Parent Health (PMS = 44.90), and Social Isolation (PMS =42.56), Depression 
(PMS=38.29), and Sense of Competence (PMS=34.20).(See Table 4.46 & Fig.114) 
It is also evident that Parent-related stress (PMS = 46.00) of the Parents with 
Disabled Children was higher than their Child-related Stress ( total PMS = 40.48). 
The SD values of the Child-related stress sub-scale is slightly higher than the 
Parent-related stress sub-scale, which signifies that data points are spread out over 


a wider range of values. 


5.2.3: Major Findings On Family Functioning Sub-Scale Of Parental Stress 
Among The Parents With Disabled Children 


With reference to the Family Functioning sub-scale of Parental Stress, the study 
highlights that Cohesion (PMS = 66.80) represents highest stress in the Parents 
with Disabled Children. Family Adaptability ( PMS= 61.10) places the second 
position. The large Percent scores of Mean (62.75) of Family Functioning sub-scale 
of Parenting stress indicates that stress related to Family Functioning in Parents 
with Disabled Children was the highest type of burden that leads to several types of 
stress in their family life (See Table 4.47). 


5.2.4: Major Findings On Social Support Sub-Scale Of Parental Stress Among 
The Parents With Disabled Children 


The study also shows that helpfulness of network (PMS = 46.10) affected on the 
stress level of the Parents with Disabled Children almost double than the size of 
network ( PMS =25.10). The total percent score of the Social-support sub-scale of 
the Parental Stress Scale (PMS+PSSD = 35.6+15.37) in Parents with Disabled 
Children reveals that both helpfulness of network and size of the network are less 


significant than other three types of sub-scales (See Table 4.48) 


5.2.5: Synthesizing The Key Findings Of The Study With Reference To The 
Stress Level Of The Parents With Disabled Children 


From the survey, it is found that Family Functioning Stress represents highest stress 
(percent score = 62.75) among the four sub-scales of Parenting Stress in Parents 


with Disabled Children, followed by Parent-related stress, Child-related stress and 
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stress related to lack of Social Support. The Mean total of Family Functioning 
stress scale (Mean total = 50.05) is higher than other three sub-scales of the 
Parenting stress scale, denoting the highest scores on the basis of values inscribed 


into the total number of questions.( See Table 4.49) 


5.3: Major Findings On The Predictors Of Parental Stress In Parents Of 
Children With Disabilities (Objective No-3) 


With reference to the monthly income of the Parents with Disabled Children, the 
study reveals that it is one of the important predictors of Parenting stress for such 
kinds of Parents, especially the following four categories of monthly income were 
very much significant components of parental stressors: below Rs 3000, Rs 3001 - 


8000, Rs. 8001- 15000, and Rs. 1501-40000 (See Table 4.61) 


From the study, it is evident that educational level of the Parents with Disabled 
Children is not a significant predictor affecting their stress in rearing a Disabled 
Child. The total model of educational level of the Parents with Disabled Children is 
significant and accounted for 8% of variance with lower t-value (0.78) indicating 
statistically non significant at 5% level. Although the following two categories of 
educational level of the Parents with Disabled Children (i.e. t-value for illiterate = 
1.98 and p-value for pre-primary =1.78) are moderately significant components of 


parental stressors.( See Table 4.62) 


The study also shows that no. of earning members in the family of the Parents with 
Disabled Children is one of the important predictors controlling their stress in 
rearing a Disabled Children, especially the following three categories of earning 
members in the family are very much significant components of parental stressors : 
both were employed (t=4.60), only mother was employed ( t=4.26), and only 
father was employed (t=3.08) at 1% level of significant ( See 4.63) 


With respect to type of family of the Parents with Disabled Children the study tells 
us that only nuclear family is moderately significant and accounted for 36% of 
variance with .06% additional variance ( t value = 2.28*). It can be recognized a 
predictor of Parenting stress in the Parents with Disabled Children. Another two 
categories of family (Joint family & Grandparent family) are less important and 


they are not significant at 5% level ( t- values are below 2.0). ( See Table 4.64) 
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With reference to the type of marriage of the Parents with Disabled Children, only 
one category of the type of marriage of the Parents with Disabled Children ( i.e. 
other than love marriage and arrange marriage) is important predictor controlling 
their stress in rearing a Disabled Child and another two categories of marriage are 


not statistically significant at 5% level as indicating.( (See Table 4.65) 


From the study, it is found that the total model of poor physical or mental health of 
the Parents with Disabled Children is significant and accounted for 51% of the 
variance (higher t-value = 4.67, R? =.51) indicating that the effect size is 
statistically significant at 1 % level ( See Table 4.66) 


As revealed in the study, the total model of sexual-relationship of the Parents with 
Disabled Children is moderately significant at 5% level , and accounted for 26% of 
variance. It is found that one category of sexual-relationship ( i.e. unsatisfied) of 
the Parents with Disabled Children is moderately significant at 5% and accounted 
for 38% of variance with higher t-value (2.06). Another category of response 
related to sexual-relationship of the Parents with Disabled Children is also slightly 
significant at the 5% level.( See Table 4.67). 


The total model of the thinking about the future of the Disabled Children is also an 
important predictor of Parental stress and accounted for 58 % of variance with 


higher t- value (5.56 ) at 1% level of significance ( See Table 4.68) 


With reference to the present age of the Disabled Children, the study reveals that 
only three categories of the age of the Disabled Children ( i.e. 8-12 years, 13-15 
years, 16-19 years) are significant predictors controlling their stress in rearing a 
Disabled Child and another one category of age of the Disabled Children (i.e. 20 
years and above) is less important and statistically not significant at 5% level. (See 


Table 4.69) 


With reference to time of diagnosing the disabilities, the study reveals that all 
categories of the time of diagnosing the disabilities are moderately significant at 


5% level and accounted for 26% of variance ( t-value =2.68). ( See 4.70) 


Gender is also a significant predictor of Parental stress in rearing a Disabled Child. 


When the scores on the Revised PSI are the dependent measure, female gender 
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(Disabled Child) is moderately significant and accounted for 46% of variance with 


no additional variance ( t-value =2.36). ( See Table 4.71) 


With reference to birth order of the Disabled Children in the family, the study 
shows that two categories of birth order of the Disabled Children i.e. ( one & more 
than three) are moderately significant at the 5 % level . When the scores on the 
Revised PSI are the dependent measure, the total model of the birth order of the 
Disabled Children is moderately significant at 5 % and accounted for 22% of 
variance ( t-value =2.06) ( See Table 4.72) 


From the study, it can be seen that the total model of the additional handicap of the 
Disabled Children is statistically significant at the 5 % level and accounted for 


38% of variance ( t-value =3.43). ( See Table 4.73) 


The total model of family functioning of the Parents with Disabled Children is also 
an important predictor of Parental stress in the Parents with Disabled Children and 
accounted for 48% of variance with higher t-value (4.68 ) at 1% level of 
significance. The component of Adaptability of family functioning of the Parents 
with Disabled Children is accounted for 51% of variance with 12% of additional 
variance. The t-value of the Cohesion of the Parents with Disabled Children is 
estimated as 4.68 indicating a highly significant predictor variable at 1 % level for 


the Parents with Disabled Children ( F change 10.15, R= .38). (See 4.74) 


As revealed in the study, the total model of social functioning of the Parents with 
Disabled Children is also an important predictor of Parental stress and accounted 
for 38% of variance with greater t-value (3.28) at 5 % level of significance. The 
size of network of the Parents with disabled children is accounted for 21% of 
variance with 9% of additional variance. On the contrary, the t-value of the size of 
network of the Parents with Disabled Children is estimated as 1.27 indicating a non 
significant predictor variable at the 5 % level of significance. Another predictor 
variable i.e. helpfulness is statistically highly significant at 1% level with 58% of 
variance and also an important predictor of stress for the Parents with Disabled 


Children.(See Table 4.75) 


5.3.1: Synthesizing The Key Findings Of The Study With Reference To 
Predictors Of Parental Stress In Parents Of Children With Disabilities 
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Among the seven predictor variables associated with Parents of the Disabled 
Children’s characteristics (block-1), two predictors, namely type of marriage and 
education level of the Parents with Disabled Children are not statistically 
significant at 5%. Three predictors (thinking about the future of the Disabled 
Children, poor physical or mental health of the Parents & monthly income of the 
Parents) are statistically highly significant at 1% level. Another two predictor 
variables such as no. of earning member(s) in the family and type of family are 


moderately significant at 5% level (See Table 4.61-4.68 & Fig.4.126) 


Referring to Table 4.69-4.73, we can see that among the Disabled Children’s 
characteristics ( block-2), age of the Disabled Children, time of diagnosing the 
disabilities, gender of the Disabled Children, birth order of the Disabled Children, 
additional handicap in the Disabled Children etc. have been recognized as 
important predictors of Parental stressors. Additional handicap in the Disabled 
Children is considered as the highest type of Parental stressor (t= 3.43) among the 
Disabled Children’s characteristics (Block-2) as revealed in the study. Gender and 
birth order of the Disabled Children are recognised as moderately significant 


predictors of Parental stress for the Parents with Disabled Children. 


The total model of family functioning (Block-3) of the Parents with Disabled 
Children is also an important predictor of Parental stress in the Parents with 
Disabled Children and accounted for 48 % of variance with high t-value (4.68 ) at 1 
% level of significance.( See Table 4.74) 


On the other hand, the total model of social functioning of the Parents with 
Disabled Children (Block-4) is also an important predictor of Parental stress and 
accounted for 38 % of variance with greater t-value (3.28) at 5 % level of 


significance ( See Table 4.75). 


5.4: Major Findings On The Anxiety Symptoms Of The Parents With Disabled 
Children (Objective No. 4) 


As revealed in the study, Parents with ASD and ID Children had higher levels of 
trait anxiety. They used more problem solving method to cope with it rather than 
Parents with HI and VI Children. Negative relationships between state-trait anxiety 


and problem solving ability, and between state anxiety and social support seeking 
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are found. Mothers with all types of disabilities occupied higher level of trait 
anxiety. A negative relationship between Fathers’ level of education and their trait 
anxiety is also noticed. A negative relationship is found between the economic 


status of Parents and the level of their state-trait anxiety. 


A significant relationship is found between the gender of Parents with Differently 
Abled Children and their anxiety as well as social support seeking and avoidance as 
their coping strategies. It is found that as the ages of Parents with Differently Abled 
Children Advanced, their state and trait anxiety level increased. Parents whose age 
were more than 30 years had better problem solving skills. Significant relationship 
between the age group of Mothers with Disabled Children and their trait anxiety 


levels is also noticed. 


The present study is also found a relationship between the economic status of the 
Parents and their state-trait anxiety levels as well as their coping strategies of 
problem solving and social support seeking. From the case study we can see that as 
the economic status increased, the anxiety levels of parents decreased and their 


problem solving and social support skills improved. 


With respect to the sharing troubles experienced by Parents with Differently Abled 
Children, the study shows that Parents who had shared their troubles had lower 


level of anxiety and higher uses of problem solving and social support seeking. 


With respect to acceptance of the Differently Abled Child by the community, the 
study reveals that Parents whose Differently Abled Child had not been accepted by 
the community had higher scores of anxiety and lower scores of problem solving 
and social support seeking. Parents with ASD and ID Children had felt this 


problem greatly rather than others groups of Parents. 


With respect to psychiatric support, the study is found that Parents who had 
received psychiatric support had experienced less anxiety and their problem 


solving and social support seeking skills had improved greatly. 


With respect to stigma in the Parents with Differently Abled Children, it is found 
that both anxiety and isolation were extremely harmful to Parents of children with 


disabilities. 
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As revealed in the study, the Parents who were blamed for having Differently 
Abled Children used problem-solving strategies less and avoidance strategies more. 
Parents who did not share their problems in rearing their Disabled Children utilized 
problem solving and social support seeking strategies less. It is also found that 
Parents who received psychiatric support had better problem-solving and social 


support seeking skills. 


A more traumatic experience was received by the Parents with Autism and 
Intellectual Disabled children. They felt hard to accept the situation. The study 
establishes that Parents who had Children with both mental and physical 
disabilities had higher depression scores. Mothers of Autism and Intellectual 
Disabled Children experienced stress and anxiety more rather than the Mothers of 


Children with other types of disabilities. 


5.4.1: Synthesizing The Key Findings Of The Study With Reference To 
Anxiety Symptoms Of The Parents With Disabled Children 


From the study we can see that anxiety symptoms of the Parents with Disabled 
Children are affected by the age , gender, and economic condition of the Parents, 
social support, family adaptation capacity, degree of disabilities in the Children, 
and the age of the Disabled Child. 


A relation is identified between the Differently Abled Children’s parents status of 
being acknowledge by the neighbourhood, receiving psychiatric support, the status 
of sharing distress and anxiety levels. According to the results, Parents who 
received psychological and social support could able to cope with their distress and 


traumatic experience. 


5.5: Major Findings On The Depressive Symptoms Of The Parents With 
Disabled Children ( Objective No. 5) 


Seven themes were selected as per the objective of the study, respectively 1. Mood 
2.Sleep 3.Whole body 4. Cognitive 5. Weight 6. Common symptoms and 7. 
Treatment-Resistant Depression. These themes epitomized through timeline events 
and semi-structures interviews in order to find out different symptoms of depression in 


Parents of the Children with disabilities ( See Fig. 130) 
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With reference to theme-1 (Mood of the Parents with Disabled Children), it is 
found that Mood disorder was significantly higher in the Parents with Autistic 
children than those of MR, VI and HI Children. There were more significant 
pathologic Mothers in the Autistic group than in the ID group in terms of loss of 
interest, irritability, hopelessness, and guilt. In the Autistic Group, younger Mothers 
had significantly higher mood disorder. The Mothers of Autistic girls had higher 
mood disorder than any other respondents. The Mothers in the Intellectual Disabled 
Children group who had more than one child had significantly lower depression 


level (See Table 4.80) 


Among the different sub-themes under Mood, loss of interest or pleasure was 
severarely present in the Mothers of Autism Child rather than their husbands. Loss 
of interest was also present mildly to moderately in the Mother of Female ID Child 
( Case 2), and Parents of VI Child (Case 5). With respect to guilt, it was severely 
present in the Parents with Autism Children, especially in the Mothers. Mother of 
Female ID Child also experienced guilt severely. Mother of the Hearing Impaired 
Children group was also noticed in experiencing guilt in their conversations. With 
reference to sadness, it was severely present in the Parents with Autism Children 
group, especially in the Mothers. Sadness was also mildly present in the Father of 
the Female ID Child as well as in the Mother of the Female Hearing Impaired 
Child. With reference to Hopelessness, both Parents with Autism children ( Case 
7&8) severely experienced it rather than other Parents groups. With reference to 
irritability also, Mothers of the Autism children group experienced severely. With 
reference to apathy, Parents with Autism Children group experienced more rather 
than any other Parents groups. Irritability was also mildly to moderately 
experienced by the Parents with ID Children group (Case 1&2). With reference to 
general discontent, the Mothers with Autism Children group experienced severely 


rather than the Mothers with ID Children group (mildly to moderately present). 


With reference to theme-2 (Sleep), the study shows that sleeplessness was 
experienced severely by the Parents with Autism Children’s group ( especially 
Mothers) rather than the Parents with other Children groups. Parents, especially the 
Mothers with ID Children group experienced sleeplessness from mild-to 


moderately (See Table 4.81) 
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With reference to theme-3 (Whole body pain), it is found that Parents with Autism 
Children (especially the Mothers were greatly) affected by the depression with 
reference to whole body symptoms rather than the Parents with other groups. With 
reference to excessive hunger, the study shows that Father of the Male ID Child 
(Case 1), Mother of the Female Visually Impaired Child( Case 4) and Father of the 
Male HI Child (Case-5) had been suffering from excessive hunger(mild- 
moderately). With reference to loss of appetite, Mothers of the Autism as well as 
ID Children were severely affected. With reference to fatigue, Parents with Autism 
Children group, especially the Mothers were more affected than any other Parent 
groups. With reference to restlessness, Mothers of the Female ID Child (Case 2), 
and Male Autism Child (Case-7) were severely affected. With reference to physical 
pain (back pain, neck pain, knee pain, stomach pain etc.), it is found that Mother of 
the Female Intellectually Disabled Child ( Case-2 ) were severely affected , and 
Mothers of the Autism Children ( Case 7& 8) were mild-to moderately affected. 
Lastly, with reference to feeling of heaviness in the arms and legs in the Parents 
with Disabled Children, it is found that Father of the Female VI Child (Case 4) and 
Mother of the Female Hearing Impaired Child (Case 6) were mildly to moderately 
affected by the feeling of heaviness. No other respondents were felt this type of 
problems as per the result of semi-structured interview. In brief, we can conclude 
that Mothers of the Autism children were severely affected by the whole body 
symptoms of depression as revealed in the present study (See Table 4.82) 


With reference to theme-4 (Cognitive imbalance), it is found that Cognitive 
imbalance was severely present in the Mothers with ASD Children group (Case 7 
& 8) rather than Mother with ID Children group (Case1&2). Lack of concentration, 
slowness in activity, frustration etc were prominent among those two groups of 
Mothers. Both Fathers of ASD and ID Children group were experienced less 
depression than their spouses. Thought of suicide tendency was severely affected in 
the Mother of Female VI Child only (Case 4). Over sensitive to criticism was 
severely prominent in Mother of Female ID Child (Case 2), as well as in Mothers 


of Male and Female ASD Children ( Case 7 & 8). ( See Table 4.83) 


With reference to theme-5 (Weight), the study shows that Mothers of the 
Intellectually Disabled Children ( Case 1&2) were badly affected by this symptoms 
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than any other Parent group. Mother of the Male ID Child experienced big changes 
in weight gain (obesity), vis-a-vis, Mother of the Female ID Child experienced 
weight loss. Obesity was severely present in Mother of the Female VI Child ( Case 
4) and Female Autism Child ( Case 8) , and mildly present in Mother of the Male 
VI Child ( Case 3), Father of the Female VI Child ( Case 4), Mother of the Female 
HI child ( Case 5), Father of the Male Autism child ( Case 7). (See Table 4.84) 


With reference to theme -6 ( Common symptoms of depression ), the study shows 
that common symptoms of depression was also prominent in Mothers ASD group 
rather than the Mothers of Intellectually Disabled children or any other Parents 
group. With reference to decline in personal grooming or hygiene, the study shows 
that Parents with Intellectually Disabled Children ( Case 1 &2) were mild to 
moderately affected, whereas Parents with VI, HI Children did not experience this 
type of unhygienic situation. Only Mother of the Male ASD Children was severely 
declined personal grooming (Case No.7). With reference to decreased sex-drive, 
Father of the Male ID Child and Mothers of the Female ID Child were severely 
affected. Decreased sex drive was also mildly to moderately present in the Fathers 
of the Male ID Child as well as Mother of the Female ID Child. Parents of VI and 
HI Children were not reported decreased sex drive. With reference to drinking 
habits of the Parents with Disabled Children, the study shows that Fathers of the 
Female ID Child (Case 8), and both Parents with ID Children were severely 
affected. Fathers with VI Children were mildly affected by alcohol as their drinking 
habits. Both Parents with Autism Children (Case 7 & 8) were badly affected by the 
hopelessness. Father of Male ID Child as well as Mother of Female ID Child were 
also expressed hopelessness and negative language. Hypochondria or worried 
about serious illness was severely prominent in Mother of Female Autism Child as 
well as as mildly present in Parents with Male Hearing Impaired Child ( Case 6). 
With reference to constipation problem in the Parents with disabled children, the 
study shows that Parents with Autism Children were badly affected by this. Father 
of Male ASD Child and Mother of Female ASD Child were experienced 
constipation severely rather than any other Parents group. Constipation was also a 
severe problem in Father of Female ID Child. Father of the Male VI Child also 
mildly affected by chronic constipation as revealed in the study. ( See Table 4.85) 
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With reference to theme -7 (Treatment-Resistant Depression), it is found that 
treatment-resistant depression was more evident in Parents with Autism and 
Intellectually Disabled Children. The Father of the Male ID Child strongly agreed 
with the fact that after diagnosing his Child’s disability he visited the doctors 
several times to recover from this stress, spent a lots of money but treatment helped 
a little bit, whereas Mother of the Female ID Child only agreed with the fact, and 
she could not able to explain the facts strongly. Both of them also agreed with the 
fact that side effects of medication been hard to handle. Mother with Female ID 
Child group informed that treatment helped her a little bit and side effects of the 
allopathic treatment been hard to tackle. Father of Male Autism Child as well as 
Mother of Female Autism Child strongly confirmed that they refused to take 
allopathic medicines as side effects of the medication been hard to handle. In 
addition, Mothers with Autism Children group strongly supported the view that 
treatment failed to make better and they refused to visit the doctors more. Referring 
to Table 5.7, we can see that Parents with others Disabled Children’s group (VI, 
HI) did not faced those problem strongly, and only Mother of the Male VI Child as 
well as Father of the Female VI Child informed that they visited the doctors several 
times for their different types of diseases but treatment helped a little bit.(See Table 
4. 86) 


5.5.1: Synthesizing The Key Findings Of The Study With Reference To 
Depressive Symptoms Of The Parents With Disabled Children 


As revealed in the study, Mothers of Autism Children were severely experienced 
depressive symptoms rather than Mothers of ID Children or any other Parents 
groups. With reference to theme-1 (Mood of the Parents with Disabled Children), it 
is found that Mood disorder was significantly higher in the Parents with Autistic 
Children than those of Parents having MR, VI and HI Children. There were more 
significant pathologic Mothers in the Autistic Children group rather than in the 
Parents with ID Children group in terms of loss of interest, irritability, 
hopelessness, and guilt. Among the different sub-themes under Mood, loss of 
interest or pleasure was severely present in the Mothers of Autism Children rather 
than their husbands. Loss of interest was also present mildly to moderately in the 


Mother of Female ID Child (Case 2), and Parents of VI Child (Case 5). With 
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reference to theme-3 (Whole body pain), it is found that Parents with Autism 
Children (especially the Mothers were greatly) affected by the depression with 
reference to whole body symptoms rather than the Parents with other groups. With 
reference to theme-4 (Cognitive imbalance), it is found that Cognitive imbalance 
was severely present in the Mothers with ASD Children group (Case 7 & 8) rather 
than Mother with ID Children group (Case 1&2). Lack of concentration, slowness 
in activity, frustration etc were prominent among those two groups of Mothers. 
With reference to theme-5 (Weight), the study shows that Mothers of the 
Intellectual Disabled Children (Case 1&2 ) were badly affected by this symptoms 
than any other Parent group. With reference to theme -6, the study shows that 
common symptoms of depression was also prominent in Mothers with ASD 
Children group rather than the Mothers with Intellectually Disabled Children or 
any other Parents group. With reference to theme-7 (Treatment-Resistant 
Depression), it is found that treatment-resistant depression was more evident in 


Parents with Autism as well as Intellectually Disabled Children. 


5.6: Major Findings On Different Types Of Coping Mechanisms Utilized By 
The Parents With Disabled Children (Objective No.6) 


The Researcher identified four types of Coping Mechanisms (i.e. Appraisal- 
focused Coping, Problem-focused Coping, Emotion-focused Coping, and 
Occupation and Institution Based Coping) utilized by the Parents with Differently 
Abled Children. The significance of those Coping Mechanisms for the Parents in 
rearing Differently Abled Children is discussed below: 


With reference to Appraisal-focused Coping, the study reveals that Seeking 
Alternative Reward (u 11.4+.6.2) is found to be much helpful for those Parents 
,followed by self-blame, Dwell on the Negative, Passive Appraisal, and Worry. The 
Mean of the total sample of the Appraisal-focused coping is 8.2, indicating their 
effectiveness in controlling an unhealthy situation while dealing with a Differently 


Abled Child. (See Table 4. 87 & Fig. 4.131) 


With reference to Problem-focused Coping Mechanism, the present study shows 
that Parents with Differently Abled Children utilized Information Seeking (14.8) 
the most, followed by Improve Relationship (u=12.3), Seeking Professional Help 
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(u= 10.6), Transformation (u=10.2 ), Logical Analysis (u= 9.8), Restraint Coping 
(u=8.6 ), and Confrontive Coping ( u=6.3). The Mean value of the total sample of 
the Problem-focused Coping is 10.6, indicating that Problem-solving Coping was 
more useful for the Parents with Differently Abled Children but rather the 
Appraisal-focused Coping. ( See Table 4.88 & Fig. 4.132) 


With reference to Emotional-focused Coping, the study reveals that Active 
Avoidance/ Distraction ( 19.82+8.2) places the highest rank, followed by Seeking 
Relaxation Diversion (18.6 + 6.8), Seeing Social Support (16.5 + 8.8), Self- 
efficacy (15.2 + 4.8), Self-controlling (14.5 + 9.9), Positive Reappraisal (13.6 + 
7.8), Distancing (12.6 + 6.3), Positive Reframing (10.6 + 6.5), and Tension 
Reduction (9.6 +4.3). The Mean of the total sample of the Emotion-focused Coping 
is 14.2, indicating that Parents with Differently Abled Children utilized Emotion- 
focused Coping more than Problem-focused and Adaptive Coping. (See Table 4.89 
& Fig. 133) 


With reference to Occupation and Institution Based Coping (OIBC), the study 
reveals that OIBC was also helpful ( total sample Mean= 9.5) for Parents with 
Differently Abled Children. Institution Based Coping (IBC) is found to be more 
effective (u=14.2) than Work Hard and Achieve (u= 7.6) for the Parents With 
Differently Abled Children. (See Table 4.90 & Fig. 4.134) 


5.6.1: Synthesizing the Key Findings Of The Study With Reference To 
Different Types Of Coping Mechanisms Utilized By The Parents With 
Disabled Children 


From the study, it is found that that Emotional-focused Coping ( n= 14.2) plays a 
significant role in parenting Differently Abled Children, followed by Problem- 
focused Coping (tp =10.6), Occupation-and Institution Based Coping (u=,9.5), 
and Appraisal-focused Coping (u= 8.2). This result is based on the Mean scores of 
the responses given by the total sample of the Parents with Differently Abled 
Children, and on the basis of Beta-values. So there is a chance of arising Type-II 


error. (See Figure 4.135) 


5.7: Major Findings On Gender Difference In Coping Mechanisms Of The 
Parents With Disabled Children (Objective No.7) 
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From the study we can see that among the Appraisal-focused Coping, statistically 
significant difference between Fathers and Mothers of the Differently Abled 
Children is observed with respect to their Seeking Alternative Reward (p=0.004) at 
the 0.5 % level and Passive Appraisal ( p=0.063) at the 5 % level.( See Table 4.91). 


Among the Problem-focused Coping, statistically significant gender difference 
(between Fathers and Mothers of the Differently Abled Children) is also noticed 
with respect to their Improve Relationship (p=0.006), Restraint Coping (P=0.009), 
and Information Seeking (p=0.007) at the 0.5% level. On the other hand, Logical 
Analysis (p=0.030) and Transformation (p=0.038) are found to be statistically 
significant at the 5% level.(See Table 4.92) 


Among the Emotion-focused Coping, statistically significant gender difference is 
found between Fathers and Mothers of the Differently Able Children with respect 
to Seeking Relaxation Diversion (p=0.005), Self-efficacy (p=0.006), Positive 
Reappraisal ( 0.007), Positive Reframing (p=0.007), and Self-controlling (p=0.008) 
at the 0.5% level of significance. On the other hand, statistically significant 
difference is found between Fathers and Mothers with Differently Abled Children 
with reference to Active Avoidance ( p = 0.015) at the 5% level. ( See Table 4.93) 


Among the Occupation-focused Coping, statistically significant difference is found 


between Fathers and Mothers of The Differently Abled Children with respect to 
Institution Based Coping (p=0.046) at 5% level. The p-value of Work Hard and 
Achieve (WHA) is 2.234, so the probability of observing such a value by chance is 
greater than 0.05, and the result is insignificant at the 0.05 level or at 5% level of 
significance. (See Table 4.94) 


5.7.1: Synthesizing The Key Findings Of The Study With Reference To Gender 
Differences In Coping Mechanisms Of The Parents With Disabled Children 


As revealed in the study, the amount of Coping strategies in the Parents with 
Differently Abled Children is obviously affected by their gender (Fathers vs 
Mothers of the Disabled Children). The direction of differences among the 
following Coping strategies i.e. Seeking Alternative Reward (p <0.004), Passive 
Appraisal (p <0.063), Improve Relationship (p=0.006),Restraint Coping (P=0.009), 
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Information Seeking (p=0.007), Seek Relaxation Diversion (p=0.005), Self- 
efficacy (p=0.006), Positive Reappraisal ( 0.007), Positive Reframing (p=0.007), 
and Self-controlling( p=0.008) , Logical Analysis (p = 0.030), and Transformation 
(p=0.038) with respect to the gender of the Parents ( Fathers vs Mothers) of the 
Differently Abled Children were ‘determined’. 


4.8: Major Findings On Defence Mechanism And Emotional Control 
Strategies Of The Parents With Disabled Children (Objective No.8) 


Four types of Defence Mechanism of the Parents with Disabled Children, namely 
Psychotic Defence, Immature Defense, Neurotic Defense and Mature Defense were 
listed from the literature for conducting the survey. On the other hand, the 
Researcher listed two types of Emotional Control Strategy in the Parents with 
Differently Abled Children, namely Cognitive Reappraisal and Emotional 


Suppression. 


With respect to Psychotic Defence of the Parents with Differently Abled Children , 
the study shows that the total Percent Score of Mean (PMS) and SD for all 
Psychotic Defences are found to be 48.40 and 26.70 respectively. Among the four 
types of Psychotic Defences, Psychotic Denial is found to have the highest 
Percentage Mean Score (PMS=58.27), followed by Splitting (PMS = 48.16), 
Delusional Projection (PMS= 32.24) and Distortion (PMS = 30.12). ( See Table 
4.99 & Fig. 4.136) 


The study reveals that Passive Aggression (PMS = 58.02) is found to have the 
highest PMS among the Immature defences, followed by Projective Identification 
(PMS = 48.12), Acting out (PMS = 47.27), Projection and Introjection (PMS = 
42.24), Idealization (PMS = 38.16), Schizoid Fantasy (PMS=38.12) and 
Somatisation (PMS = 28.16). With respect to Immature Defence, the study reveals 
that total Percent Score of Mean and SD of Immature Defence Mechanism in the 
Parents with Differently Abled Children are 43.70 and 18.52 respectively. (See 
Table 4.100 & Fig. 4.137) 


With respect to Neurotic Defense adopted by Parents with Differently Abled 
Children, the study shows that Displacement is found to have the highest 
percentage mean score ( PMS = 58.50), followed by Disassociation (PMS = 54.65), 
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Upward and Downward Social Comparisons (PMS =54.27), Reaction Formation 
& Repression (PMS = 52.56), Rationalisation ( PMS = 50.50), Isolation ( PMS = 
48.10) and lastly Regression ( PMS = 45.96). The Total PMS of the Neurotic 
Defence Mechanism of the Parents with Differently Abled Children is estimated as 
52.26. ( See Table 4.101& Fig. 4.138) 


With reference to Mature Defense of the Parents with Differently Abled Children, 
the study reveals Anticipation (PMS = 65.50) is having the highest Percent Score of 
Mean, followed by Suppression (PMS= 64.20), Sublimation ( PMS = 49.95), 
Humour ( PMS = 42.80), Altruism ( PMS= 39.68). The total PMS and SD for 
Mature Defence Mechanism of the Parents with Differently Abled Children are 
58.92 and 27.70 respectively (See Table 4.102 & Fig. 4.139). 


With respect to Emotional Control Strategies of the Parents with Differently Abled 
Children, the study reveals that Cognitive Reappraisal Strategy (PMS+PSSD = 
64.56 + 23.80) is having highest percent score rather than Emotional Suppression 
Strategy ( PMS+PSSD = 56.70 + 18.04). Thus it can be concluded that Cognitive 
Reappraisal had been used greatly by the Parents with Differently Abled Children 
rather than Emotional Suppression. (See Table 4.104) 


5.8.1: Synthesizing The Key Findings Of The Study With Reference To 
Defence Mechanism And Emotional Control Strategies Among The Parents 


With Disabled Children 


As revealed in the study, both Defense Mechanism and Emotional Control 
Strategies were helpful for the Parents with Differently Abled Children in 
minimizing their stress, anxiety and depression level. Mature Defence Mechanism 
is found to have maximum PMS (58.92 + 27.70) utilised by the Parents with 
Differently Abled Children, followed by Neurotic Defence (52.26+25.46), 
Psychotic Defence (48.40 +26.40) and Immature Defence Mechanism (43.70 
+18.52). With reference to Mean and SD values of the Mature Defence Mechanism 
adopted by the Parents with Differently Abled Children, it is found that Mature 
Defence Mechanism occupies the highest Mean score (13.32), followed by 
Neurotic Defence Mechanism (11.35), Psychotic Defence Mechanism (10.67), and 
Immature Defence Mechanism (9.15). (See Table 4.103 & Fig.140). 
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It can be noted that Parents with Differently Abled Children visualized their 
problems actively and they transformed their unconscious feeling into conscious 
feeling gradually Coping functions broke down and gave way to more defensive 
mechanisms in direct confrontation with the child. Passive Aggression, 
Anticipation, Projection, Denial of the problem and Displacement of anger, 
Splitting, Upward and Down ward comparison, Reaction Formation, Suppression, 
Humour, Acting out, and Suppression on the Child were seen most effective 
Defense Mechanisms for the Parents with Differently Abled Children to fight 


against their stressful situations. 
5.9: Major Findings On Null Hypothesis 1 (Hol) 


From the study, it is found that there is no statistically significant difference 
between Parents with Intellectually Disabled Children and Parents with Visually 
Impaired Children (Group-1) with respect to their Child-related stress at the 5% 
level ( p=0.187) The large p value (0.235) of the Parent-related stress scale also 
indicates that there is no statistically significant difference between the Parents 
with ID Children and the Parents with VI Children with respect to their Parent- 
related stress at the 5% level. Statistically significant difference is also not found 
between those two groups with respect to their stress on Family Functioning 
(p=0.166) at the 5% level. However, statistically significant difference is found 
between the Parents with ID and VI Children with respect to their stress on Social 
Support at near about 5% level of significance ( adjusted R2 value = 0.526 & p- 
value = 0.065) In other words, the probability of observing such a value ( p= 0.065) 


by chance is near about 0.06 or 94 % Confidence Interval. 


Thus the Null Hypothesis-1 may be rejected with respect to one parameter only i.e. 
stress related to Social Support where statistically significant difference is found 
between Parents with ID Children and Parents with VI Children at the 5% level. On 
the contrary, the direction of difference between Parents with ID Children and 
Parents with VI Children (Group-1) with respect to Child-related Stress, Parent- 
related Stress and Stress in Family Functioning is undetermined. (See Table 4.50 & 


Fig. 4.117) 


With respect to Group-2 (Parents with ID Children vs. Parents with HI Children), 
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the study indicates that Hol can be rejected in relation to one parameter i.e. stress 
related to Social Support where statistically significant difference is noticed at near 
about 5 % level ( p=0.78, adjusted R*= 0.0640). On the other hand, the direction of 
differences with reference to the following three components: Family Functioning ( 
p=. 238), Stress in Social Support ( p=.338) , and Parent related Stress ( p=. 446) 
are ‘undetermined’. (See Table 4.51& Fig. 118) 


For Group-3 (Parents with ID Children vs. Parents with ASD Children), Hol can be 
rejected and statistically significant differences are found with reference to the 
following three components of Parental Stress: Family Functioning (5% level of 
significance), Stress regarding Social Support (0.5% level of significance), Parent - 
related Stress (0.5% level of significance). On the other hand, Hol could be 
accepted as direction of difference with reference to Child-related stress between 
Parents with ID Children and Parents with ASD Children is ‘undetermined’( p= 
126) 


For Group-4 (Parents with VI children vs. Parents with HI children), the Hol can 
be accepted with respect to the following three components of Parental Stress: 
Child related stress (p=0.398), Parent related stress (p=0.176) and stress in Family 
Functioning (p=0.310) as direction of differences among the three components of 
Parental stress are ‘undetermined’. On the contrary, Hol is rejected on the ground 
of one parameter i.e. stress related to Family Functioning where probability of 
observing such a value by chance is near about than 0.05, and hence we may 
conclude that there is a statistically significant difference between Parents with VI 
Children and Parents with HI Children with respect to stress in Family Functioning 
at near about 5% level of significance (exactly 4% level or 94% CI) (p=0.64). ( See 
Table 4.53 & Fig. 4.120) 


For Group-5, the study shows that there is a significant difference between Parents 
with VI Children and Parents with ASD Children with respect to Child-related 
stress at the 5% level ( p <0.049, & adjusted R* 0.635). Significant difference is 
also found for Group-5 with respect to their Parent related stress at the 5% level 
(p<0.036). Significant difference is also found between those two groups with 
respect to their stress in Family Functioning (p< 0.068) at the 5% level and Social 


Support (p<0.009) at 1% level respectively. Thus we may conclude that the Null 
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Hypothesis-5 is fully rejected as the direction of differences between Parents with 
VI Children and Parents with ASD Children with respect to all components of 
Parental stress are ‘determined’. ( See Table 4.54 & Fig.4.121) 


For Group-6 (Parents with HI Children vs. Parents with ASD Children) the study 
shows that no statistically significant difference is found between those two groups 
of Parents with respect to their Children-related stress at 5% level (adjusted R2 
=0.235 & p<0.125). On the contrary, that there is a statistically significant 
difference between the Parents with HI Children and Parents with ASD Children 
with respect to their Parent related stress at the 5% level (adjusted R’ =.538 & P 
0.042). Significant difference is also found between those two groups with respect 
to their stress in Family Functioning (p< 0.048) at the 5% level. On the contrary, 
there is no significant difference between Parents with HI and Parents with ASD 
with respect to their stress in Social Support at the 5% level ( p value <0.109 and 
adjusted R*? =.248) or, the direction of differences among the Parents with HI 
Children and Parents with ASD Children with reference to their stress in Social 


Support was ‘undetermined’. ( See Table 4.55 & Fig. 122) 


5.9.1: Synthesizing The Key Findings Of The Study With Reference To The 
Null Hypothesis No.1 


With respect to Child-related stress the study reveals that statistically significant 
difference is only found for Group-5 ( Parents with VI Children vs. Parents with 
ASD Children) at 5% level ( p <0.049, & adjusted R* 0.635). With respect to 
Parent related-Stress, significant difference is only observed for Group-3(Parents 
with ID Children vs. Parents with ASD Children) at 5% level and for Group-5 
(Parents with VI vs. Parents with ASD children ) at 5% level (p<0.036). With 
respect to stress in Family Functioning, significant difference is noticed for Group- 
3 at 0.5% level, Group-4 ( Parents with VI vs. Parents with HI children) at 4% 
level, Group-5 at 5% level and Group-6 ( Parents with HI children vs. Parents with 
ASD children) at 5% level. On the other hand, with respect to stress in Social 
Support the study shows that significant difference is found for Group-1 at 5% 
level, Group-2 at 5% level, Group-3 at 0.5 % level, and Group-5 at 0.5%. 


5.10: Major Findings On Null Hypothesis 2 (Ho2) 
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The Major findings related to Ho2 are assessed through the direction of four levels 
of Parental Stress in the Parents having Children with disabilities. These are 


discussed below step by step: 


5.10.1: Major Findings On Child-Related Stress Level Between Fathers And 
Mothers With Disabled Children 


From the study it is evident that there is a significant difference between Fathers 
and Mothers of the Disabled Children with respect to their stress in Child-related 
Stress at 5% level (p<0.048 & t value = 3.48). Firstly, significant difference is 
found between Fathers and Mothers of Disabled Children with regard to their stress 
in Acceptability at 5% level (t= 4.10 & p <0.040). Second, significant difference is 
also found between Fathers and Mothers of the Disabled Children with respect to 
their stress in Adaptability at 5% level ( t = 4.68 & p <0.027). Thirdly, there is also 
a significant difference between Fathers and Mothers of the Disabled Children with 
respect to their stress in Demandingness at 0.1% level (t=6.78 &p < 0.0005). 
Fourthly, significant difference is also observed between Mothers and Fathers of 
the Disabled Children with respect to their stress in Distractibility at 5% level ( 
t=3.59 & p <0.046). Fifthly, no statistically significant difference between Fathers 
and Mothers of the Disabled Children is found with respect to their stress in Mood 
at even at 5% level (t = 1.43 & p < 0.2106). Sixthly, there is no statistically 
significant difference between Fathers and Mothers of the Disabled Children with 
respect to their stress in Reinforces Parents at 5% level of significance ( t =1.37& 
p<0.461). In other words, the direction of differences between Fathers and Mothers 
having Disabled Children with respect to stress in Mood and Reinforces Parents are 


‘undetermined’. ( See Table 4.56) 


5.10.2: Major Findings On Parent-Related Stress Level Between Fathers And 
Mothers With Disabled Children 


As found in the study, significant statistical difference is found between Fathers 
and Mothers of the Disabled Children with respect to the Parent-related stress sub- 
scale at 5% level (t = 4.01 & p < 0.026). Firstly, there is a significant statistical 
difference between Fathers and Mothers of the Disabled Children with regard to 
their stress in Attachment at 5% level (t-value = 2.29 & p< 0.0480). Second, there 
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is also a ‘statistically highly significant difference’ between Fathers and Mothers of 
the Disabled Children with respect to their stress in Sense of Competence at 0.1% 
level (t-value =6.20 & p <.0013). Thirdly, statistically highly significant difference 
is found between Fathers and Mothers of the Disabled Children with respect to 
their depression level at 0.1% level ( t = 7.70 & p <0.0010). Fourthly, no 
significant statistical difference is noticed between Fathers and Mothers of the 
Disabled Children with respect to their Parent Health at 5% level (t=1.59 & p 
<.2082). Fifthly, no significant statistical difference is observed between Fathers 
and Mothers of the Disabled Children with respect to their stress in Social Isolation 
at 5% level (t = 1.22 & p <.3137). Sixthly, there is a statistically highly significant 
difference between Fathers and Mothers of the Disabled Children with respect to 
their stress in Restrict Role at 0.1% level (t= 6.57 & p<0.0019). Seventhly, the 
study also shows that significant statistical difference (at 5% level) is found 
between Fathers and Mothers with Disabled Children with respect to their stress in 


Relation with the spouse (t-value = 1.51 & p-value =0.1430). ( See Table 4.57) 


5.10.3: Major Findings On Stress In Family Functioning Between Fathers And 
Mothers With Disabled Children 


From the study, it is found that significant statistical difference (at < 0.001 level of 
significance) is present between Fathers and Mothers of the Disabled Children with 
respect to their stress in Family Functioning ( t-value =5.48 & p-value 0.0008). 
With respect to stress in Cohesion, the study shows that a significant statistical 
difference ( at 0.1% level of significance) is present between Fathers and Mothers 
of the Disabled Children with respect to their stress in Cohesion ( t= 7.28 & p- 
value .0002. Second, there is also a significant statistical difference between 
Fathers and Mothers of the Disabled Children with respect to their stress in Family 
Adaptability at the 5% level ( t=5.68 & p<0.018). ( See Table 4.58) 


5.10.4: Major Findings On Stress In Social Support Between Fathers And 
Mothers With Disabled Children 


As revealed in the study, there is no statistically significant difference between 
Fathers and Mothers with Disabled Children with respect to their stress in Social 
Support at the 5% level ( t-value =1.480 & p <0.230). With respect to the stress in 
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Helpfulness of Network, t-value (1.223) as well as greater p value (.278) indicates 
that there is no statistically significant difference between Fathers and Mothers of 
the Disabled Children with respect to their stress in Helpfulness of Network at the 
5% level. On the contrary, lower t- value (1.23) as well as greater p value (.196) 
indicates that there is a no statistically significant difference between Fathers and 
Mothers with Disabled Children with respect to their stress in Size of Network at 
the 5% level. ( See Table 4.59) 


5.10.5: Synthesizing The Key Findings Of The Study With Reference To The 
Null Hypothesis No.2 


To conclude, the Null Hypothesis 2 (Ho2) can be rejected, and it is noted that there 
are significant differences in Parenting Stress in Father and Mothers of the 
Disabled Children with respect to the following three sub scales of parenting Stress 
: (1) Child-related stress (ii) Parents related stress (iii) Family functioning. On the 
contrary, the Null Hypothesis-2 is accepted with reference to stress in Social 
Support as the direction of difference between the Fathers and Mothers of the 
Disabled Children with respect to their stress in Social Support is ‘undetermined’ ( 


p=:23) 
5.11: Major Findings On Null Hypothesis 3 ( Ho3) 


Confirmatory Path Analysis is done in order to verify whether any statistically 
significant relationship is present between the two variables (Parenting stress and 
twelve predictor variables). The relationship between Parenting stress and twelve 
predictor variables are measured successfully, at the same time Gender-wise impact 
( Fathers vs Mothers ) on the above mention relationship is also accounted. (See 


Tables 4.76- 4.77 & Fig 4.128-29) 


With reference to the monthly income of the Parents with Disabled Children, 
Father’s stress experience is greater than Mothers. The direct effect for Fathers with 
Disabled Children’s stress experiences with regard to their monthly income is 
accounted for 0.18 with no additional indirect effect. On the other hand, the direct 
effect for Mothers’ with Disabled Children’s stress experience is accounted for 
0.13 with no additional indirect effect. Redundancy and zero order correlation are 


estimated for Parenting stress with respect to their monthly income as -.20 and -.38 
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(Fathers with Disabled Children), and -.23 and -.32 (Mothers with Disabled 
Children). 


With respect to the educational level of the Parents with Disabled Children, there is 
no direct effect on Parenting stress, although indirect effect is estimated for both 
gender (Fathers and Mothers with Disabled Children) as 0.6. Redundancy and zero 
order correlation are estimated for Parenting stress with respect to their educational 
level as -.06 and -.10 (Fathers with Disabled Children) , and -.06 and -.12 (Mothers 
with Disabled Children). 


With regard to the type of family, no direct effect is estimated for Parenting stress 
in Fathers with Disabled Children, although indirect effect is accounted for Fathers 
with Disabled Children as .05 and Mothers with Disabled Children as .09. 
Redundancy and zero order correlation are estimated for Parenting stress with 
respect to their monthly income as -.11 and -.16 (Fathers with Disabled Children), 
and -.09 and -.18 (Mothers with Disabled Children). 


With respect to type of marriage, no direct effect is estimated for Parenting stress in 
Fathers and Mothers with Disabled Children, although indirect effect is accounted 
for both Fathers and Mothers with Disabled Children as 0.7. 


With regard to poor physical or mental health of the Parents, direct effect is 
estimated for Fathers with Disabled Children as .16 and for Mothers with Disabled 
Children as .19 with no indirect effect. Redundancy and zero order correlation are 
estimated for Parenting stress with respect to their poor physical or mental health 
as -.10 and .26 (Fathers with Disabled Children), and .19 and .32 (Mothers with 
Disabled Children). 


With respect to the sexual relationship of the Parents with Disabled Children, the 
direct effect is accounted for Fathers with Disabled Children’s as .14 and for 
Mother with Disabled Children’s as .12. Redundancy and zero order correlation are 
estimated for parenting stress with respect to their sexual relationship as -.03 and - 
.17 (Fathers with Disabled Children), and -.05 and -.17 (Mothers with Disabled 
Children). 


With respect to the thinking about the future of the Disabled Children, Fathers with 
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Disabled Children experienced more stress ( direct effect =.18, indirect effect =.04 , 
total effect. 22) than Mothers with their Disabled Children ( direct effect =.11, 
indirect effect =.02, total effect = .13). 


With respect to the gender of the Disabled Children, the Fathers with Disabled 
Children experienced more stress (direct effect =.15) than the Mothers with 
Disabled Children (direct effect = .12). No indirect effect is accounted for parental 


stress with respect to the gender of the Disabled Children. 


With respect to age of the Disabled Children, the Fathers with Disabled Children 
experienced more stress than the Mothers with Disabled Children. The direct effect 
of the age of the Disabled Children on their Mothers’ stress is estimated as .17, 


whereas on Fathers’ stress it is estimated as .11 only. 


With respect to birth order of the Disabled Children, Mothers with Disabled 
Children experienced more stress than Fathers with Disabled Children. The direct 
effect of the birth order of the Disabled Children on their Mothers’ stress is 


estimated as .16, whereas on fathers’ stress it is estimated as .10 only. 


With respect to the time of diagnosing the disabilities, fathers with disabled 
experienced more stress than mothers with disabled children. Direct and indirect 
effects are accounted for Fathers with Disabled Children as -0.5 and -0.7, vis-a-vis, 


for Mothers with Disabled Children as .06 and -.12 respectively. 


With regard to additional handicap in the Disabled Children, the Mothers of the 
Disabled Children experienced more stress (direct effect = .08, indirect effect= .10, 
total effect= .18 ) than the Fathers of the Disabled Children ( direct effect =.06, 
indirect effect =. 08, total effect = .14). The zero order correlation value is greater 
in case of Mothers with Disabled Children (.19) than the Fathers with Disabled 
Children (.16) with respect to the additional handicap in the Disabled Children. 


5.11.1: Synthesizing The Key Findings Of The Study With Reference To 
Predictors Of Parental Stress In Parents Of Children With Disabilities 


With regard to the Fathers with Disabled Children, the present study accounts for 


48 % of overall variance for the Fathers with Disabled Children’ stress experience 
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and 42 % of the variance for the Child related characteristics. On the other hand, 
with respect to the Mothers with Disabled Children the study accounts for 47 % of 
all overall variances and 45% of the variance for the Child related characteristics. It 
is noted that about 52% or 58 % of the Fathers with Disabled Children’s model 
variance, and 53% or 55 % of the Fathers with Disabled Children’s model variance 
can not be explained by the variables. It is found that variables affecting the 
Fathers’ (.54) and Mothers’ (.60) total stress experience have a highly significant 
correlation to variables that describe Disabled Children’s characteristics. Important 
gender difference is noted with respect to the monthly income of the Parents with 
Disabled Children, thinking about the future of the Parents with Disabled Children, 
age of the Disabled Children, birth order of the Disabled Children, additional 
handicap in the Disabled Children etc. 


5.12: Major Findings On Null Hypothesis No.4. 


With reference to birth order of the Parents with Differently Abled Children, the 
study shows that Self-blame (1r=.623), Perceived Control (r=.614) and Institution 
Based Coping (1=.610) have a ‘substantial positive relationship’ with birth order of 
the Differently Abled Child in the family. On the other hand, Self-controlling 
(r=.398) and Working hard and Achieve (r=.267) have a ‘low positive relationship’ 
with the birth order of the Differently Abled Child in the family. ( See Table 4.95) 


With respect to the educational status of the Parents, the study highlights that 
Information Seeking (r=.626) and Logical Analysis (r=.605) have a ‘substantial 
positive relationship’ with the educational status of the Parents with Differently 
Abled Children. On the other hand, Transformation (r=.380), Positive Reframing 
(r=.346) and Institution Based Coping (r =.390) have a ‘low positive relationship’ 
with the educational status of the Parents with Differently Abled Children. (See 
Table 4.96) 


With regard to marital years of the Parents with Differently Abled Children, the 
study claims that Institution Based Coping (r =.440), and Working Hard and 
Achieve (r =.490) and Tension Reduction (r=.420) have a ‘moderate positive 
relationship’ with the marital years of such Parents. On the other hand, Conflict 


Resolution (r = .378), Information Seeking (r =.386), Seeking Relaxation 


Ti2 


Diversion (r =.236), and Wishful Thinking (.387) have a ‘low positive relationship’ 
with the marital years of the Parents with Differently Abled Children. (See Table 
4.97) 


With reference to monthly income of the Parents with Differently Abled Children, 
the study tells us that only Information Seeking Coping (r=.726) has ‘high positive 
relationship’ with the monthly income of the Parents with Differently Abled 
Children. Logical Analysis (r = .402), Institution based Coping, (r = .440), Working 
Hard and Achieve (.494), Transformation (.480), and Restraint Coping (r =.420) 
have ‘moderate positive relationship’ with the monthly income of such Parents. 
Besides, Positive Reframing ( r =.344), Conflict Resolution (r =.296) and Seeking 
Relaxation Diversion (r = .288) have ‘low positive relationship’ with the Parents 


with Differently Abled Children. ( See Table No. 4.98) 


5.12.1: Synthesizing The Key Findings Of The Study With Reference To Null 
Hypothesis No. 4 (Ho4) 


As revealed in the study, all twenty nine (29) components of Coping Mechanism 
scale of the Parents with Differently Abled Children are not correlated to the four 
independent variables i.e. birth order of the Differently Abled Children in the 
family, educational status of the Parents with Differently Abled Children, marital 
years of the Parents with Differently Abled Children, and monthly income of the 
Parents with Differently Abled Children. It may be noted that this result is based on 
statistical significance, not on practical significance. The study shows that Self- 
blame (r=.623), Perceived Control (r=.614) and Institution based Coping (r=.610) 
have high positive correlation with birth order of the Differently Able Child in the 
family. It is also evident that Information Seeking (r=.626) and Logical Analysis 
(r=.605) have a ‘substantial positive relationship’ with the educational status of the 
Parents with Differently Abled Children. The study shows that Institution Based 
Coping (r=.440), and Working Hard and Achieve (r=.490) and Tension Reduction 
(t=.420) have “moderate positive relationship’ with the marital years of the Parents. 
Only Information Seeking Coping (r=.726) has a ‘high positive relationship’ with 
the monthly income of the Parents with differently Abled Children. Logical 


Analysis, Institution Based Coping, Working Hard and Achieve, Transformation, 
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and Restraint Coping have a ‘moderate positive relationship’ with the monthly 


income of Parents having Disabled Children.( See Table 4.93-4.96) 
5.13: Major Findings On Null Hypothesis No.5 (H05) 


From the study, it is found that there is a ‘moderate positive relationship’ between 
Psychotic Defence (r = .456) and the Emotional Suppression Strategy of the 
Parents with Differently Abled Children. It is statistically highly significant at the 
0.1% level (p<.0006). On the other hand, there is also a ‘substantial positive 
relationship’ between Immature Defence ((r = 655) and Emotional Suppression of 
Emotional Control Strategy of the Parents with Differently Abled Children. It is 
statistically highly significant at the 0.5% level (p= <0.005). In other words, the 
sign of the correlation between the Psychotic Defence and Cognitive Reappraisal of 
Emotional Control Strategy of the Parents with Differently Abled Children is 
‘undetermined’. Similarly, the sign of the correlation between Immature Defence 
and Cognitive Reappraisal of Emotional Control Strategy of the Parents with 
Differently Abled Children is also ‘undetermined’. (See Table 4.105). 


With reference to different components of Psychotic Defence Mechanism of the 
Parents with Differently Abled Children, the study shows that both Psychotic 
Denial (r = 0.556) and Splitting (r = .482) are mad a ‘moderate positive 
relationship’ with Emotional Suppression of Emotional Regulation Strategy. The 
study also shows that the Delusional Projection (r=0.348, p <.105), and Distortion 
(t=0.360, p< .108) as a Psychotic Defence Mechanism are made significantly a 
‘low positive relationship’ with Emotional Suppression of Emotional Regulation 
Strategy for the Parents with Differently Abled Children, although their p-values 


indicate that these are not statistically significant at the 0.05 level (5%) even. 


With reference to different components of Immature Defence of the Parents with 
Differently Abled Children, the study reveals that Acting Out (r = 0.486, p=0.019), 
and Projection (r=524, p =0.007) as Immature Defence Mechanism are made a 
‘moderate positive relationship’ with the Emotional Suppression of Emotional 
Control Strategies of the Parents with Differently Abled Children. Acting Out is 
statistically significant at the 5% level. On the other hand, Projection is statistically 


significant at the 0.5% level. Passive Aggression (r=0.660, p=0.024) and 
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Somatisation (r =0.602, p=0.035) as Immature Defence Mechanism are made 
‘substantial positive relationship’ with Emotional Suppression at the 5% level of 
significance. So it can be said that Passive Aggression plays the paramount role 
among the Immature Defence Mechanism in minimizing the emotional problems of 
the Parents with Disabled Children. The study also supports the view that Schizoid 
Fantasy, Idealization, Introjection, and Projective Identification are significantly 
made a ‘low positive correlation’ with the Emotional Suppression Strategy of the 


Parents with Differently Abled Children. 


With reference to different components of Neurotic Defence of the Parents with 
Differently Abled Children, the study reveals that both Displacement (r = 723, p < 
0.0002) and Upward and Downward Social Comparisons ( r = 645, p <0.0005) are 
made a ‘substantial positive relationship’ with Cognitive Reappraisal of Emotional 
Control Strategies of the Parents with Differently Abled Children. Both are 
statistically highly significant at 0.1% level. On the other hand, Dissociation ( r = 
486, p< 0.058) is made a ‘moderate positive correlation’ with Cognitive 
Reappraisal at the 5% level of significance. Reaction Formation ( r= 446, p < 
0.004) is made a ‘moderate positive correlation’ with Cognitive Reappraisal of the 
Parents with Differently Abled Children at the 0.5% level of significance. 
Repression, Isolation, Rationalisation etc. are also positively correlated with 
Cognitive Reappraisal of the Emotional Control Strategies in Parents with 
Differently Abled Children, although their greater p-values indicate that these are 


not statistically significant at the 5% level of significance. 


With reference to different components of Mature Defence Mechanism of the 
Parents with Differently Abled Children, the study shows that Anticipation ( rm 
712, p < 0.004) is made a ‘substantial positive relationship’ with the Cognitive 
Reappraisal of Emotional Control Strategies of the Parents with Differently Abled 
Children at the 0.5% level of significance. Both Sublimation (r= 540, p = .011) 
and Suppression ( r =440, p= .016) are made a ‘moderate positive relationship’ with 
Cognitive Reappraisal of the Emotional Control Strategies in Parents with 
Differently Abled Children at the 5% level of significance. Lastly, Humour (r= 578, 
p= 0.048) as Mature Defence Mechanism is made a ‘moderate positive correlation’ 


with Cognitive Reappraisal Emotional Control Strategy of the Parents with 


fits 


Differently Abled Children at the 5% level of significance. The study also reveals 
that Altruism as a Mature Defence Mechanism is made a ‘low positive relationship’ 
with the Cognitive Reappraisal Strategy and ‘negligible positive relationship’ with 
the Emotional Suppression of the Parents with Differently Abled Children. 


The study also reveals that both Neurotic Defence ( r = .435) and Mature Defence ( 
r = .578) are made a ‘moderate positive correlation’ with Cognitive Reappraisal of 
Emotional Control Strategy of the Parents with Disabled Children. The relationship 
between Neurotic Defence and Cognitive Reappraisal of Emotional Control 
Strategy is statistically highly significant at 0.1% level (p < .0009). On the contrary, 
the relationship between Mature Defence and Cognitive Reappraisal of Emotional 
Control Strategy is statistically highly significant at the 0.5% level (p < 0.003). The 
study shows that the sign of correlation between Neurotic Defence and Emotional 
Suppression of Emotional Control Strategy of the Parents with Differently Abled 
Children is ‘undetermined’. Similarly, the sign of the correlation between Mature 
Defence and Emotional Suppression of Emotional Control Strategy of the Parents 


with Differently Abled Children is also ‘undetermined’. 


5.13.1: Synthesizing The Key Findings Of The Study With Reference To Null 
Hypothesis-5 


There is a ‘moderate positive relationship’ between Psychotic Defence (r = .456 ) 
and the Emotional Suppression of Emotional Control Strategy of the Parents with 
Disabled Children. It is statistically highly significant at the 0.1% level (p<.0006). 
On the other hand, there is also a ‘substantial positive relationship’ between 
Immature Defence ((r = 655) and Emotional Suppression of Emotional Control 
Strategy of the Parents with Disabled Children at the 0.5% level of significance (p= 
<0.005). Moreover, the sign of the correlation between the Neurotic Defence and 
Cognitive Reappraisal of Emotional Control Strategy of such Parents is 
‘determined’ or statistically significant at 0.1% level (p=.0009). Similarly, the sign 
of the correlation between Mature Defence and Cognitive Reappraisal of 
Emotional Control Strategy of the Parents with Disabled Children is also 
‘determined’ or statistically significant at the 0.5% level (p=.003). Both Neurotic 
Defence ( r = .435) and Mature Defence ( r = .578) are made a ‘moderate positive 


correlation’ with Cognitive Reappraisal of the Parents with Disabled Children. 


716 


To conclude, the Null Hypothesis-5 can be rejected and statistically significant 
relationship (typical value > p=0.5,.005, & 0.001) between Emotional Control 
Strategies and Defence Mechanisms in the Parents with Differently Abled Children 
is established. 


5.14: Major Findings On Hypothesis No. 6 (H06) 


From the study, it is found that Father of the Differently Abled Children adopted 
greater Psychotic or Pathological Defences (PMS =48.49) rather than their spouses 
(PMS for Mothers with Differently Abled Children = 43.64). The study also reveals 
that there is no statistically significant gender difference (Fathers vs. Mothers) in 
using Psychotic or Pathological Defence Mechanism of the Parents with 
Differently Abled Children. The t-value as well as p-value of the Psychotic 
Defence Mechanism with reference to the gender of the Parents with Differently 
Abled Children is estimated as 0.168 and 0.104 respectively. It indicates that there 
is no statistically significant gender difference between Fathers and Mothers of the 
Differently Abled Children with respect to the use of Psychotic or Pathological 
Defence Mechanism even at 5% level of significance. In other words, we can say 
that the direction of the gender differences between Fathers and Mothers of the 
Differently Abled Children with reference to adopting of Psychotic Defence 


Mechanism is ‘undetermined’. 


Among the four types of Psychotic defences, the PMS value of Denial ( PMS = 
58.21>52.56) and Splitting (PMS = 52.26> 46.05) are higher in Fathers with the 
Disabled Children rather the Mothers with Disabled Children. As revealed in the 
study, there are statistically significant differences between Fathers and Mothers of 
the Disabled Children with reference to their adaptation of Denial and Splitting at 
the 5% level. The p- vales of Denial and Splitting are estimated as 0.044 and 0.022 
respectively supporting this conclusion. No statistically significant gender 
difference is found with reference to Delusional Projection as well as Distortion 


even at the 5% level of significance. 


The study reveals that the Percentage Mean Score (PMS) of the Fathers of Disabled 
Children (PMS= 44.95) is higher than the Mothers of the Disabled Children (PMS 


= 42.10) with respect to the adaptation of Immature Defence Mechanism. But there 
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is no statistically significant difference between Fathers and Mothers of the 
Disabled Children with respect to their adaptation of Immature Defences even at 
the 5% level (t= 1.305, p=0.210). Statistically significant difference is only found 
between Fathers and Mothers of the Disabled Children with reference to their use 
of Somatisation (0.1% level of significance, p value = 0.0002) and Passive 
Aggression (5% level of significance, p <0.012). Fathers of the Disabled Children 
occupy greater percent mean scores in Passive Aggressive Defence Mechanism 
(PMS= 59.28> 56.27) rather than their spouses. On the other hand, Mothers of the 
Disabled Children occupy greater PMS with reference to the use of Somatisation 
rather than their husbands (PMS= 36.02 >20.60). P-values of other Immature 
Defence styles such as Acting Out, Projection ,Schizoid Fantasy ,Idealization 
,Introjection, Projective Identification, Somatisation etc are significantly greater 
than > 0.05, indicating that these are not statistically significant at the 5% level 
with reference to the gender discrimination. Their t-values are also estimated as 


below 0.2., that strongly supports this conclusion. 


With reference to Neurotic Defences, the Mothers of the Disabled Children occupy 
greater PMS (53.15) rather than Fathers of the Disabled Children (PMS =49.06), 
but no statistically significant difference is noticed between the two gender at the 
5% level of significance (t=0.879, p= 0.381). In other words, the direction of the 
differences between Fathers and Mothers of the Disabled Children with reference 


to Neurotic Defences is ‘undetermined’. 


Among the Neurotic Defences in the Parents, two exceptions are found in case of 
Displacement and Reaction Formation, where statistically significant differences 
are found between Fathers and Mothers of the Disabled Children. The small p- 
values of Displacement ( p <0.024) and Reaction Formation (p<0.014) indicate that 
there are statistically significant gender differences in the Parents with Disabled 
Children with respect to the adaptation of Displacement and Reaction Formation at 
the 5% level. The t-values for Displacement and Reaction Formation are estimated 
as 2.195 and 2.904 respectively, also strongly supporting this conclusion. Percent 
Mean Scores of Displacement (PMS= 60.20 > 51.15) and Reaction Formation 
(PMS = 56.28 > 53.05) are higher in the Mothers of the Disabled Children rather 
than in the Fathers of the Disabled Children. 
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The PMS of the Mothers of the Disabled Children is higher than their husbands 
with reference to their adaptation of five types of Mature Defences (PMS for 
Fathers =49.36, PMS for Mothers = 58.44) strongly indicates that there is a gender 


difference in Mature Defences as reflected on the following table. 


Among the five types of Mature Defences, the study reveals that Altruism (5% 
level of significance, p <0.24), Anticipation (5% level of significance, p<0.012), 
and Suppression (5% of significance, p < 0.014) are statistically significant. No 
statistically significant gender differences are found with reference to two types of 
Mature Defences i.e. Sublimation and Humour at the 5% level. In other words, 
Gender differences between Fathers and Mothers of the Differently Abled Children 
with respect to their adaptation of Mature Defences like Sublimation and Humour 
are ‘undetermined.’ This conclusion is only based on Alpha values or p-values of 
the concerned sample responses, and not on the basis of Beta-values. So there may 


be a possibility to appear a Type-IJ error while accepting this null hypothesis. 


The study also reveals that there is a statistically significant difference between 
Fathers and Mothers of the Disabled Children with reference to their adaptation of 
Emotional Control Strategies at the 5% level (t= 2.032, p <0.024). In other words, 
the direction of relationship between Fathers and Mothers of the Disabled Children 


with reference to their adaptation of Emotional Control Strategies is ‘determined’. 


Among the two components of Emotional Suppression Strategies of the Parents 
with Disabled Children, the study reveals that there is a statistically significant 
gender between Fathers and Mothers of the Disabled Children in relation to their 
Emotional Suppression (t=4.052, p<0.03) at the 5% level. The PMS value for 
Fathers of the Disabled Children (PMS=59.05) is higher than their spouses 
(PMS=55.02) with regard to their Emotional Suppression. 


On the contrary, PMS values of Fathers and Mothers of the Differently Abled 
Children with respect to their Cognitive Reappraisal are estimated as 62.46 and 
66.06 respectively, although statistically significant difference is not observed 
between Fathers and Mothers of the Disabled Children with respect to their 
adaptation of Cognitive Reappraisal at the 5% level (t= 1.290, p< 0.135). PMS 
difference is found between Fathers and Mothers of the Disabled Children with 
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respect to their Cognitive Reappraisal as 62.46 and 66.06 respectively, although 
statistically significant difference is not observed between them. In other words, the 
direction of relationship between Fathers and Mothers of the Disabled Children 
with respect to their adaptation of Cognitive Reappraisal is ‘undetermined’ ( 


p=.135). 


5.14.1: Synthesizing The Key Findings Of The Study With Reference To Null 
Hypothesis-6 


To sum up, the Null Hypothesis-6 can be accepted, and there are no statistically 
significant gender differences between Fathers and Mothers of the Disabled 
Children with reference to their adaptation of Psychotic Defence ( t= 0.168, 
p=0.104), Immature Defence ( t=. 1.305, p=.205) and Neurotic Defence (t=0.970, 
p= 0.385) at even 5% level of significance. In other words, we can say that the 
direction of relationship between Fathers and Mothers of the Disabled Children 
with reference to their adaptation of Psychotic Defence, Immature Defences and 


Neurotic Defence is ‘undetermined’. 


In contrary to this, the Null Hypothesis-6 can be rejected as statistically significant 
gender difference is found between Fathers and Mothers of the Disabled Children 
with reference to their adaptation of Mature Defence Mechanism at the 5% level 
(p=.016, t =2.608). In other words, the direction of gender difference between 
Fathers and Mothers of the Disabled Children with reference to their adaptation of 


Mature Defence Mechanism is ‘determined’ .(p=.016) 


In addition, Null Hypothesis-6 can be rejected as there is a statistically significant 
gender difference between Fathers and Mothers of the Differently Abled Children 
with reference to their adaptation of Emotional Control Strategies at the 5 % level 
(p =.024). In other words, we can conclude that the direction of gender difference 
between Fathers and Mothers of the Disabled Children with reference to their 


Emotional Control Strategies is ‘determined’ (p=0.024). 
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CHAPTER-VI 


6.0: DISCUSSION ON THE FINDINGS 


This chapter pins down the discussion on the findings that have exalted in relation 
to both the research questions and existing knowledge. It is an opportunity of the 
present Researcher to highlight how the present study reflects on selected issues 
differed from and is extended current knowledge of the area of the problem 
undertaken. Firstly, the Researcher highlights and discusses how the present study 
has reinforced what was already known about the area of Coping Mechanism of 
Parents with disabled children. As all findings revealed in the study are not unique, 
the Researcher inserts the findings of many other works related to the same area in 
order to verify the authenticity of the present study. Second, the Researcher 
outlines what is new (up-to-date) and how this compares to what was already 
known. Thirdly, attempt is made to provide an explanation as to why the present 
study identifies these differences. Fourthly, we need to consider how results of the 
present study extends knowledge about the field. Even if we find out similarities 
between the results revealed in the study and the existing work of others, this study 
intends to extend knowledge of the area undertaken, by reinforcing current 


thinking. 


6.1: Discussion On The Findings Related To Objective No.1 (To Study 
Demographic Variables And Socio Economic Condition Of The Parents With 
Disabled Children) 


The survey shows us that among the 400 respondents the highest number of Male 
or Female respondents belongs to Parents with Hearing Impaired Children (total = 
41.5%), followed by Parents with Visually Impaired children (23%), Parents with 
with Intellectually Disabled Children (18%), and Parents with Autism Children 
(17.5%) respectively (See Table 4.1). This sample size is based on the proportion of 
Stratified Simple Random Technique. Across the literature, it is evident that most 
of the studies deal with Parents with Intellectually Disabled Children with respect 
the Coping Styles. Here samples are selected as per ratio of the population of 
different groups of Parents and their Disabled Children as found in the concerned 


locality. 
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With reference to the Age of the Parents with Disabled Children, the survey shows 
that only 3.3 % of the Fathers with Disabled Children belongs to the 21-30 years 
age group. On the other hand, only 4% of the Mothers with Disabled Children 
belongs to the 21-30 years age group (see Table 4.3). This result indicates that 
Child-marriage/ early marriage are still present among the concerned locality, and 
Parents of the Children with Disabilities are affected by this, although it is 


happened in some specific cultural groups only. 


In this study, the majority of the respondents belongs to Hindu religion ( Fathers 
with Differently Abled Children= 62%, & Mothers with Differently Abled 
Children= 62%). Thus the findings of the study may be impacted by the religious 


beliefs as well as different aspects of religion. 


Transformation of caste is also evident in the sampling area. It is happened due to 
cultural change as well as marriage system. Among the Fathers with Differently 
Abled Children, General Caste occupies the highest number (53%), followed by 
OBC (26%), SC (14.5%) and STs (6.5). Similarly, among the various castes of the 
Mothers with Differently Abled Children, General Caste occupies the highest 
number (43.5%), followed by OBC (29%), SC (21%), and ST (6.5%). 


The result of the study may also be affected by the locality of the respondents, it is 
found that Urban Parents is the highest number (Fathers =60%, Mothers =55%), 
followed by Semi Urban (Fathers=20.0%, Mothers=27.5%), Slum (both 
Parents=15%), and Rural (Both Parents=5%). 


Infrastructure to minimize the Birth Mortality Rate (BMR) is also available in the 
locality. The majority of the Parents (60%) are living within 2-5 km from the 
Primary Heath Centre, followed by within 1 km (22.5%), 6-10 km (12.5%), and 
more than 10 km (5%).(See Table 4.7). 


Late marriage is also an important problem in some families. About 45% of the 
respondents (Fathers with Differently Abled Children = 112, & Mother with 
Differently Abled Children = 68) get married only between 23 -30 years age. Late 
marriage is increasing in the sampling areas due to several factors such as poverty, 


unemployment, excessive tension regarding professional career etc. 
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Orthodox religious mentality as well as old cultural beliefs is also present among 
the Parents raising Children with disabilities. The survey shows that the majority of 
the Parents with Differently Abled Children prefers Arranged Marriage ( n=97, 
48.5%). (See Table 4.9) 


The results may be affected by the marital years of the Parents with Differently 
Abled Children. As found in the survey, highest number of Parents with Differently 
Abled Children with respect to their marital years is 17-20 years age group (n= 
68, 34 %) , followed by 21 years and above group age (n= 64, 32 %), 13-16 years 
age group (n= 42, 21 %), and 9-12 yrs age group (n=26, 13%). 


Injury/accident may be a cause of increasing the risk factor of disability among the 
Differently Abled Children. Minor accident /injury accounts for 22%, and major 
accident/ injury accounts for 4.5% during pregnancy (See Table 4.11). 


As mentioned in different literature, same blood group among the Parents may be a 
risk factor for producing disability symptoms among the Children. The study 
reveals that same blood group in the Parents with Differently Abled Children ( n= 
77, 38.5 %) is present among the Parents to the maximum level in the sampling 


areas (See Table 4.12). 


Transformation of family structure is rapidly occurred in the sampling areas. The 
survey shows that the highest number of Parents with Differently Abled Children 
comes from Nuclear family (n=128, 64%), followed by Joint family ( n=50, 25%) 
and Grandparent family (n=22, 11%). ( See Table 4.13) 


Family problems may be arisen in rearing more than two Children in the family. 
The study reveals that about 34 % of the Parents with Differently Abled Children 
have two children in the family, followed by more than three (23.4%), one (22.5) 
and three (20%). (See Table 4.14) 


Family problems may be visualised in those selected families where no. of siblings 
in the family of the Parents with Disabled Children ware increasing gradually. The 
study shows that about 51% of the Parents with Differently Abled Children have 1- 
2 siblings in the family, followed by 3-5 siblings in the family ( 26%), no sibling in 


pe 


the family (12.5%), and lastly more than five siblings in the family ( 10.5%). (See 
Table 4.15) 


Literacy rate is rapidly increased in the sampling areas. The study reveals that 
almost 45% of the Parents with Disabled Children complete above high school 
courses ( n=180), followed by high school ( n=158, 39.5%), primary (n=30, 7.5%), 
pre-primary ( n=18, 4.5%, ). Only 3.5% of the Parents is identified as illiterate (See 
Table 4.16). 


It reveals that unemployment of the Parents is one of the major issues that might 
impact the Parenting system in rearing a Children with disabilities. From the 
survey it is found that about 37% ( n=150) of the Parents with Disabled Children 
are unemployed. About 32.5 % of them are workers, followed by business (18%), 
teaching (10.5%), and medical related profession (1.6%). ( See Table 4.17). 


With respect to the employment status of the Parents with Disabled Children, the 
study reveals that about 37.5% of the Parents respond none of the above category, 
followed by full time (30%), self-employed (16.5), part-time (11%) and contractual 
(10%). ( See Table 4.18) This picture reveals that employment status of the parents 
may impact the quality of living in rearing a Differently Abled Child in the family. 


With respect to no. of earning member(s) in the family of the Parents with Disabled 
Children the survey reveals that the category of ‘only father was employed’ 
occupies the highest percent of frequency (53.5%). This picture reveals that 
unemployment rate in the families of the Parents with Differently Abled Children 
may greatly affect the Parents raising Children with Disabilities. It may highlight 
the gender disparity among the selected Parents with respect to their working 


condition also. 


With reference to the economic status of the family (as per the Govt. Schedule, 
2011) the study shows that the highest category of economic status of the families 
in the Parents with Disabled Children falls into above poverty line (APL-72.5%), 
followed by Others (22%), Antyodata (4%) and BPL(1.5%). (See Table 4.20) This 
picture reveals that only APL families show their interest to admit their Differently 
Abled Children into the schools as it is highly difficult task for other categories of 
Parents to provide education for their Differently Abled Children. 
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Monthly income may affect the Parents in rearing their Differently Abled Child. As 
found in the study, the highest percent of the monthly income belongs to Rs.15001- 
40000 (51%), followed by Rs 8001-15000 (28%), more than Rs. 40,000(16.5%) 
and below 3000(2%). (See Table 4.21) 


The number of dependent member(s) other than Disabled Child may also affect 
quality of live among the Parents having Children with Disabilities. The survey 
reveals that almost 37.5% of the Parents with Disabled Children have two 
dependent members other than disabled children, followed by one (23.5%), more 
than two (22.5%) and none (16.5%). ( See Table 4.22) 


As found in the survey, about 43.5% of house of the Parents with Disabled 
Children are identified as semi pucca, followed by pucca (40%), others (11.5%) 
and katcha (5%). (See Table 4.23) This picture reveals the quality of living of the 
Parents raising Differently Abled Children. 


Quality of living condition of the Parents having Differently Abled Children is also 
revealed by other factors also. In the opinion of Cappe et al. (2011), stress from the 
compound demands of having a Child with Autism can impact the quality of life 
for Parents. Quality of life is influenced by several factors such as the physical, 
financial, emotional, and social strains on the family (Cappe et al., 2011). As 
revealed in the study, the highest percentage of Mode of house of the Parents with 
Disabled Children is demarcated as Rental (41%), followed by Own House (36%) 
and Company House (9%). Both Govt. House and Lease occupy almost 7% each of 
the mode of house of the Parents with Disabled Children.(See Table 4.24) About 71 
% of the Parents with Disabled Children have utilised pipe water, followed by 
complete purified water (14%), ordinary wells (9%), and hand pumps (6%) (See 
Table 4.25) The highest percent of scarcity of water belongs to ‘always’ category 
(34%), followed by ‘often’( 19%), ‘never’ and’ rarely’ (17%), and lastly 
‘sometimes’(11%). As found in the study, scarcity of water is one of the major 
problems of the sample area under taken ( See Table 4.26) The survey shows that 
almost 53% of the families are affected with ‘Iron’ (53%), followed by ‘ Saline’ 
(23%), ‘No problem at all’(18%), and lastly ‘Fluoresces’ (6%). Thus it can be 
concluded that almost half of the families are depriving of quality of drinking water 


(See Table 4.27) Smoking, alcohol and narcotic drugs are utilised by about 28% of 
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the Fathers with Disabled Children and 1.5% of the Mothers with Disabled 
Children ( See Table 4.28) It can be seen from the survey that about 8% of the 
Mothers with Disabled Children and 5.5 % of the Fathers with Disabled Children 
are the victim of poor physical or mental health. (See Table 4.29) 


The study tells us that lack of time for the Child is one of the major family 
problems in the families of the Parents with Disabled Children. About 60 % of the 
Parents with Disabled Children inform that they feel lack of time in rearing their 
disabled children. Almost 22.5 % of the Parents with Disabled Children inform that 
they feel problems with reference to quarrel in their family in rearing their Disabled 
Children. About 21.5 % of the Mothers with Disabled Children inform that their 
family problems are created due to their husband’s addition to alcohol. About 
18.75% of the Parents with Disabled Children inform that they do not feel the 
above mentioned family problems. (See Table 4.30) 


From the survey, it is also found that the highest percent of financial support of the 
Parents with Disabled Children comes from spouses only (81%), followed by Govt. 
policies (10.5%), inheritance (5%), relatives (3%), others (2.75%), NGOs ( 2.5%), 
and neighbours (2.25%). This result indicates the miserable pictures of the Parents 
with Disabled Children with respect to their sources of financial support (See Table 
4.31) 


With reference to sources of professional support, almost 44 % of the respondents 
inform that their professional support comes from medical doctors. Another 
important sources of Professional support in the Parents with Disabled Children 
come from physiotherapists (21.6%) and trained teachers in the schools (11.5%). 
Psychologists provides almost 8% of the professional support for the Parents with 
Disabled Children. Minor professional supports for the Parents with Disabled 
Children were identified as black magicians (5.25%), others (5.25%), religious 
gurus (3.25%) etc. ( See Table 4.32) 


With respect to problems related to professional support in the Parents with 
Disabled Children, about 57.5% of the respondents inform that they are unable to 
maintain regular contact with the doctors due to distance and money. About 42.5 % 


of the respondents inform that they are suffering from lack of information about the 
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Child’s condition. About 32.5 % of the respondents inform that the doctors or 
nurses are not dedicated to their Disabled Children ( See Table 4.33) 


With respect to the lack of information of the Parents with Disabled Children the 
study shows that about 67 % of the respondents lack knowledge about the 
procedure of maintaining a Disabled Child in the family. Almost 30.5 % the 
respondents inform that they have faced availability of new services in their 
locality. Another 18% of the respondents demand that they lack sufficient 
information about the Govt. benefits for their Disabled Child. About 14.5 % of the 
respondents lack knowledge about the availability of equipments for their Disabled 
Children.(See Table 4.34) 


With reference to lack of facilities facing by the Parents with Disabled Children the 
study tells us that about 30.75 % of the Parents with Disabled Children lack 
qualified doctors and medicines for their treatment of the Disabled Children. 
Almost 77.5 % of the Parents with Disabled Children inform that they can not 
manage proper healthy diet for their Disabled Children as recommended by the 
doctors. About 13.5% of the Parents with Disabled Children demand residential 
hostels for their Disabled Children. About 30% of the Parents with Disabled 
Children demand that they have faced difficulties in admitting the Children in the 
special schools. (See Table 4.35) 


The gender discrimination is also exhibited in the sample areas. Parents are not 
showed too much enthusiasm towards the education of their Female Children with 
disabilities. About 60% of the Disabled Children (n=120) belong to Male gender 
and another 40% of the Disabled Children (n=80) belong to Female gender. (See 
Table 4.37) 


It is also found that the highest number of age group of the Disabled Children 
selected for studying the Coping Mechanism of their Parents is identified as the age 
group of 11-13 years (n=82, 41 %). This picture reflects on various results of the 


present study. (See Table 4.38) 


The time of diagnosis may affect the parenting system in the Parents with 
Differently Abled Children. The survey shows that about 30% of the Children 
(n=60) are diagnosed as Differently Abled Children after 36 month, followed by 
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13-36 month age group ( n=40, 20%). Children with age groups before 6 month, 
and 6 tol2 month fall into 17.50 percent of the cases respectively.(See Table 4.39) 

The study tells us that about 83% of the Parents have only one Disabled Child 
(n=166) in the family, followed by two Disabled Children (15%) and more than 
two Disabled Children in the family (2%). (See Table 4.40) This picture reflects on 
several predictor variables as mentioned in the study and also affects the parenting 


condition while raising a Child with disability. 


As found in the study the highest number of birth order of the Children with 
disability is identified as one (30%), followed by three (25%). The lowest number 
of birth order of the Children with disabilities fall into two (2) as well as more than 
three (3) 22.5%). (See table 4.41) This result affects the coping styles of the Parents 
having Differently Abled Children as discuss later. 


With reference to the educational level of the Disabled Children the present study 
shows that about 60% of the Children with disabilities are studying in class VII- 
VIII, followed by class IX-X (33%), and class V-VI (7%). As found in the study, 
educational level of the Parents does not affect the Parenting system while raising a 


CWSN. (See table 4.42) 


Additional handicap in the Disabled Child is also affected by the Parenting Coping 
Styles as discussed in the findings. About 16 % of the Children with disabilities 
face additional handicap, vis-a-vis, almost 14% of the Children with disabilities 


face additional handicap sometimes (See Table 4.43). 


The Parenting system is also affected by Disabled Child with whom he/she lives. 
As found in the study, about 54.5 % of the Children with disabilities live with their 
Parents. On the other hand, 34% of the Children with disabilities stay in school 
hostels. The study tells us that not many Children with disabilities (6 % of the 
Children with disabilities) live with their siblings. About 3.5 % of them live with 


relatives and another two percent with hospital (See Table 4.44.) 


6.2: Discussion On The Findings Related To Objective No. 2 (To Understand 
The Stress Level Of The Parents With Disabled Children) 
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From the study, it is apparent that Parents with Differently Abled Children 
experience high level of stress in all four domains. Family Functioning Stress 
represents highest stress (PMS = 62.75) among the four sub-scales of Parenting 
Stress in Parents with Disabled Children, followed by Parent-related stress,( 
PMS=46.0) Child-related stress (PMS = 40.48) and _ stress related to lack of social 
support( PMS= 35.6). This result may support as well as contradict to the findings 
of previous works (Krauss, 1993; Aldosari & Pufpaff, 2014). Krauss (1993) 
establishes that Parents with Disabled Children experience more stress in Family 
Functioning and Parent-related stress domain. On the other hand, in a study in 
Soudi Arabia , Aldosari & Pufpuff (2014) neglect the role of Family Functioning 
while assessing the stress level in Fathers and Mothers of the Differently Abled 
Children. The possible explanation is that Parents with Differently Abled Children 
do not simply imply that they are experiencing more stress than Parents with a 
normal Children. Parenting a Differently Abled Child may directly or indirectly 
affect their family functioning such as Adaptability and Cohesion which are more 
important after tackling the stress related to Children-related and Parent-related 
domain as mentioned in the study. As the Parents know that tension in disabled 
Children’s problems can not help them to overcome the situation, they are 
forcefully trying to adopt the situation, and it increases their stress in Family 
Functioning. So the present study insists upon a fresh insight that Parental stress in 
rearing a Differently Abled Child gradually shifts to Family Functioning which is 
most important to handle a Differently Abled Child. 


With reference to Child-related sub-scale of Parenting Stress in Parents with 
Differently Abled Children, the present study claims that Demadingness (PMS = 
56.50 £23.34 ) is identified as the highest type of Child-Related Stress among the 
Parents with Disabled Children, followed by Adaptability (47.22+12.27), 
Acceptability (42.86421.80), Distractibility (PMS= 32.12), Reinforces Parents 
(26.80+22.38) and Mood (24.00+12.27). This findings is supported by one 
significant study conducted by Aldosari & Pufpuff (2014). In contrary to this, 
Krauss (1993) claims that the highest stress in Child-related sub-scale of Parental 
Stress in the Parents with Differently Abled Children falls into Distractibility 
(especially for Fathers). 
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It can be seen from the study that the highest stress observed in Parent-related 
stress scale is Restrict Role (PMS=56.35) of the Parents with Disabled Children, 
followed by Attachment (PMS=50.20), Relation with the Spouse (PMS = 48.50), 
Parent health (PMS = 44.90), and Social isolation (PMS=42.56), Depression 
(PMS=38.29), and Sense of Competence (PMS=34.20). A study also supports the 
view that the higher stress experienced by Parents with Intellectually Disabled 
Children may be related to subjective factors i.e. Feeling Social Isolation And Life 
Dissatisfaction (Majumdar, Da Silva, & Fernandes, 2005). Such type of Parents 
may struggle with a multitude of emotions for a prolonged period of time. They 
may have often feelings of guilt that somehow they cause the Child to be disabled, 
for logical or illogical reasons (Upadhyaya & Havalappanavar, 2008). 


With reference to the Family Functioning sub-scale of Parental Stress the study 
highlights that Cohesion (PMS = 66.80) places highest stress in the Parents with 
Disabled Children. Family Adaptability (PMS= 61.10) places the second position. 
The large Percent scores of Mean (62.75) of Family Functioning sub-scale of 
Parenting stress indicates that stress related to Family Functioning in Parents with 
Disabled Children is the highest type of burden that lead to several types of stress 
in their family life. With respect to Family Adaptability in the Parents with CWSN, 
the present study shows that item like ‘My family members ask each other for help’ 
( PMS = 64.25), ‘Different persons act as leaders in our family’ ( PMS= 58.20), 
‘Our family changes its way of handling tasks’ (PMS= 64.32), and ‘Parents and 
Children discuss punishment together’ (PMS=2.28) are very much useful. On the 
other hand, with reference to Cohesion in the Parents with Differently Abled 
Children, the study reveals that item like ‘We approve of each other’s friends 
(PMS=64.20), Family members feel closer to other family members than to people 
outside family (PMS=70.32), ‘Family members feel very close to each other’ 
(PMS= 69.70) and ‘Family members consult other family members on their 


decisions’ (PMS=73.26) are very useful. 


The study shows that helpfulness of network (PMS = 46.10 ) affects the stress level 
of the Parents with Disabled Children almost double than the size of network ( 
PMS =25.10). The total percent score of the Social-support sub-scale of the 
Parental Stress Scale (35.6+15.37) in Parents with Disabled Children reveals that 
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both helpfulness of network and size of the network are less significant than other 
three types of sub-scales. It indicates that Parents with Disabled Children are living 
in a critical condition due to their lack of knowledge on social network as well as 


lack of support from the society. 


A considerable amount of literature shows that at first Parents deal with their loss 
of expectancies, with lost possibilities and dreams of their perfect child, and all this 
process of loss that they go through, results in emotional distress (Martin & 
Colbert, 1997; McCubbin et al., 1982). Nevertheless, according to Martin & 
Colbert (1997), some parents report some sense of relief after the diagnose is set, 
because it finally puts an end to their doubts, and provides them with answers. 
According to them parental stress may be strongly relates to the level of the Child’s 
disability (Minnes, 1988), to Child’s characteristics and his challenging behaviours, 
and all of them are time consuming for the Parents. (Simmerman et al 2001). 
Maladaptive behaviours, challenging behaviours and self mutilation of the 
Disabled Children may be strong sources of stress for Parents. Children require 
constant supervision for their own safety, and their siblings’ safety as well (Cole 
1986). Many Parents relate stress to their Children’s demands for constant care 
(Minnes 1988; Beckman-Bell, 1981). Special health care demands, continuous 
accompany of the Child by Parents or constant supervision interfere with Parents’ 
everyday activities. Their limited possibilities, because of lack of time, to take a 
rest, to have fun or to take some time for themselves, results into tiredness, 


burnout, distress (Martin & Colbert, 1997; Cole, 1986). 


The dominant view for describing Parental stress delineates two major 
components: (i) a Child domain arising directly from Child characteristics and (11) a 
Parent domain that is more affected by Parental functioning (Abidin, 1995). 
Moreover, Parental stress in the Parents with CWSN is associated with Parenting 
practices (e.g., Abidin, 1992). Parents who experience extreme levels of parenting 
stress may be less able to implement interventions to support their Children 
(Kazdin, 1995). A high level of Parental stress can influence Children’s adjustment 
in several ways, one of which is by making it more difficult for a Parent to use 


optimal Parenting strategies (Whiteside-Mansell etal., 2007). For example, 
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elevated stress can lead to lower levels of Parental warmth and higher rates of 


harsh parenting (e.g., Haskett, Ahern, Ward, & Allaire, 2006) 


With reference to gender of the Parents with Disabled Children the study claims 
that there is a statistically significant difference between Fathers and Mothers of 
the Disabled Children with respect to their stress in Child-related Stress at 5% 
level. Significant difference is also found between Fathers and Mothers of Disabled 
Children with regards to their stress in Acceptability, Adaptability, Demandingness, 
Mood, and Reinforces Parents. Hastings (2003) also demands that among the 
Parents of Children with Autism, Mothers’ stress levels are linked to Child problem 
behaviours, but Fathers’ stress levels are not. Fathers with Disabled Children may 
be less involved in caregiving activities, and their stress may be influenced by other 
factors. Mothers with Disabled Children experience more stress rather than their 
husbands as they seem more prone to question their abilities to be good parents and 
set high standards for themselves, particularly in lavishing care on the Child 
(Beckman, 1991; Bird, 1999; Pelchat et al., 1999a, 1999b; Sloper and Turner, 1993; 
Timko et al., 1992). aA 


A great number of studies indicates that Mothers with Disabled Children report 
higher levels of Parental stress compared to Fathers with Disabled Children 
(Timko, Stovel, & Moos, 1992, Gray 2003; Hastings et al., 2005; Oelofsen and 
Richardson 2006; Shin & McDonaugh, 2008). Few studies also contradict to the 
findings of the present study. Studies conducted by Dyson, 1997; Flaherty & 
Glidden, 2000; Hastings, 2003; Krauss, 1993; Rousey, Best, & Blancher, 1992 etc. 
suggest similar levels of Parental stress in Mothers and Fathers of the Children 
with disabilities, but differences in sources of stress. Krauss (1993) claims that 
Mothers of Children with Intellectual Disability report more stress with reference 
to their personal support networks, vis-a vis, Fathers of the Children with ID note 
stress related to their relationship with their Disabled Child. Saloviita, Italinna, and 
Leinonen (2003) finds out that stress in Mothers of Children with ID is related to 
maladaptive behaviours in their Child. On the other hand, Fathers with Disabled 
Children report stress associated with perceived social acceptance of their Child. 
Gray (2003) reports that Mothers and Fathers are affected on different ways and 
levels by their Disabled Child’s condition. Fathers with ASD Children claim that 
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their Child’s condition does not affect them personally as it does with their Spouse. 
Mothers with Disabled Children usually are more involved in Child rearing, on the 
other hand, Fathers with Disabled Children are more into working harder in order 


to support their family’s financial needs. 


A great number of studies claims that Parents of Children with disabilities 
experience additional challenges with respect to the severity of the disability in 
their Child. They indulge upon caretaking responsibilities. Their challenging 
behaviours are positively as well as negatively associated with the disability 
symptoms (Weiss & Lunsky, 2011). For Parents of Children with Autism, the 
unique set of challenges is complicated due to the complex nature of the disability 
as well environmental factors (Karst & Van Hecke, 2012). Like the present study, 
other studies also indicate that Parents of Children with Autism report higher levels 
of Parenting stress than Parents of Children with other types of disabilities such as 
Intellectual Disability and Down’s syndrome (Dabrowska & Pisula, 2010; Estes et 
al., 2013; Rao & Beidel, 2009; Seymour, Wood, Giallo, & Jellett, 2013; Silva & 
Schalock, 2012; Simon-Tov & Kaniel, 2011). Among the important additional 
changes experiencing by the Parents with Autism Child are the triad of core 
symptoms found in their children. It is hypothesized that an increase in core 
symptoms also causes an increase in Parents’ level stress (Wang et al., 2012). In 
addition, co-existing behaviours may be more problematic for Parents than core 
symptoms (Fulton et al., 2014), and when behaviours intensify, Parental stress also 
escalates (Estes et al., 2013; Huang et al., 2014; Walsh & O’Learly, 2013). A study 
claims that Children with higher intellectual functioning still exhibit problem 
behaviours. Therefore, higher functioning Children still present problematic 
behaviours, which impact parents’ stress levels (Rao and Beidel, 2009). As Autism 
being a lifelong disability, elevated parental stress continues across the lifespan in 
raising an Autism Child and develops into a situation of chronic stress among their 
Parents (Barker et al., 2011, Siman-Tov & Kaniel, 2011). The chronic Parenting 
stressors can escalate into a crisis situation for Parents with negative Coping Skills 
(Weiss & Lunsky, 2011; Weiss, Wingsiong & Lunsky, 2013; White et al., 2011). In 
some situation, certain events may be extremely traumatic for Parents. As found in 
the study, the diagnosis process can be particularly stressful for Parents since it is a 


life-changing event Aaand it is supported by a huge number of studies (Keenan, 
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Dillenburger, Doherty, Bayrne, & Gallagher, 2010). Defects arising in the diagnosis 
process such as lack of quality information, locating understanding practitioners, 
and uncertainty about diagnosis adds to Parents’ challenging situation as mentioned 
by many similar studies (Plumb, 2011; Renty & Roeyers, 2006; Samadi et al., 
2013). Additionally, many studies claim that Parents go through an initial period of 
grieving when their Child is diagnosed with Autism rather than other types of 
disabilities (Muscott, 2012; Samadi et al., 2013; Twoy, Connolly, & Novak, 2007; 
Yen & Mao, 2011). For Parents having Typically Developing Children, a study 
claims that such type of Parents continue to mourn at developmental milestones 
throughout the Child’s life (e.g. birthdays, graduation) (Muscott, 2012). The 
Parental reaction after giving birth of a Disabled Child in the family as found in the 
study (shock, denial, or even acute symptoms of depression) is also supported by 
many other studies (Fleischmann, 2004; Plumb,2011). Post-traumatic stress 
disorder (PTSD) is also reported in the Parents with Differently Abled Children. 
They claim that it is related to severity of symptoms and Parents’ level of 
psychological acceptance (Casey et al., 2012). After finishing diagnosis process, 
Parents having Differently Abled Children face with the challenge of forward 
planning. It increases worry about their Child’s future and how the Child will be 
taken care of when the Parents are no longer able to provide care (Eaves & Ho, 
2008; Shtayermman, 2013; van Heijst & Geurts, 2014). As found in the present 
study, forward planning for the Differently Abled Child’s future is an emotionally 
stressful time for Parents due to the uncertainty of the Child’s future and level of 
independence. It is supported by another significant study conducted by Keenan et 


al.(2010). 


6.3: Discussion On the Findings Related To Objective No. 3. (To Assess The 
Predictors Of Parental Stress In Parents Of Children With Disabilities) 


With reference to the monthly income of the Parents with Disabled Children, the 
study reveals that it is one of the important predictors of Parenting stress for such 
kinds of Parents. This result is supported by a study by Pipp-Siegel et al. (2002) 
establishing that such type of Mothers with lower income experience higher stress 
level. Quittner et al. (1990) also claims that low income of the family of the Parents 


having a Disabled Child affecting their Parental stress. Another study demands that 


734 


Paternal stress in the Parents with Disabled Children is directly depended upon the 
their socioeconomic status (SES) and the number of individuals available for 
support, with more stress associated with lower SES and fewer sources of support 
(Lam & Mackenzie, 2002). A study conducted in Turkey demands that financial 
problems are the most important factors that affected on Parents of Disabled 


Children (Gundogar & Uskun, 2010). 


From the study, it is evident that educational level of the Parents with Disabled 
Children is not a significant predictor affecting their stress in rearing a Disabled 
Child. This result is supported by a study by Pipp-Siegel et al. (2002) suggesting 
that maternal education does not predict stress levels in Mothers. Lederberg & 
Golbach (2002) establish that Parenting stress in Parents with Disabled Children 
may be correlated to educational support (intervention services) only, not with their 
general educational level. The study also shows that no. of earning members in the 
family of the Parents with Disabled Children is one of the important predictors 


controlling their stress in rearing a Disabled Child. 


With respect to type of family of the Parents with Disabled Children the study tells 
us that only nuclear family is moderately significant and accounted for 36% of 
variance with .06% additional variance (t value = 2.28*). It can be recognized a 
predictor of Parenting stress in the Parents with Disabled Children. Another two 
categories of family (Joint family & Grandparent family) are less important and 


they are not significant at the 5% level. 


With reference to the type of marriage of the Parents with Disabled Children, only 
one category of type of marriage of the Parents with Disabled Children ( i.e. other 
than love marriage and arrange marriage) is statistically significant. From the study, 
it is found that the total model of poor physical or mental health of the Parents with 
Disabled Children is a significant predictor of Parental stress. Mothers with a 
spouse with a poor physical or mental health reports significantly more stress. 
Maternal stress is also linked to the problems within the immediate family 
(Seligman & Darling, 1997). It is found that one category of sexual-relationship ( 
i.e. unsatisfied) of the Parents with Disabled Children is moderately significant at 


the 5% and accounted for 38% of variance with greater t-value (2.06). Another 
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category of response related to sexual-relationship of the Parents with Disabled 


Children is also slightly significant at the 5% level. 


The total model of the thinking about the future of the Disabled Children is also an 
important predictor of Parental stress and accounted for 58 % of variance with 
greater t- value (5.56 ) at 1% level of significance. Parents who are engaged in a 
prestigious occupation experience higher stress as they might have generally higher 
expectations of their children, and more restrictions on their social and professional 
activities (Duncan et al, 1972). The Parents engaging in less prestigious 
occupations may have accounted for lower expectations of their disabled children 
and may be accustomed to feelings of helplessness and frustration (Lewis, 1998; 


Kumar, 2010). 


With reference to the age of the Disabled Children, the study reveals that only three 
categories of the age of the Disabled Children (i.e. 8-12 years, 13-15 years, 16-19 
years) are significant predictors controlling their stress in rearing a Disabled Child. 
A study conducted by Konstantareas & Lampropoulou (1995) establishes the 
similar result that Maternal stress gradually develops with the Disabled Child’s age 
when other variables are removed. Pipp-Siegel et al. (2002) concludes that when 
other variables are accounted for, there is no relation between Parental stress and 
the Disabled Child’s age. Lederberg & Golbach (2002) predicts that age does not 
affect the stress level in Mothers of HI Children experience, rather that it remains 


stable during toddlerhood. 


With reference to time of diagnosing the disabilities, the study reveals that all 
categories of the time of diagnosing the disabilities are moderately significant at 
5% level and accounted for 26% of variance ( t-value =2.68). The Child’s hearing 
loss, including age of identification and degree of loss, can have an effect on a 


hearing Parent’s stress level. 


Gender is also an significant predictor of Parental stress in rearing disabled 
Children. When the scores on the Revised PSI are the dependent measure, female 
gender (disabled child) is moderately significant and accounted for 46% of 
variance with no additional variance (t-value =2.36). This result is strongly 


supported by several studies: Mothers of Female Children with Intellectual 


736 


Disabilities experience the most stress (Pal & Choudhury, 1998; Lam & 
Mackenzie, 2002, Upadhyaya & Havalappanavar, 2008). Marital intimacy is more 
impaired when the Disabled Child belongs to Female gender (Padencheri et al, 
2011). Tangri and Verma(1992) report comparatively higher stress in Parents of 
Daughter with Intellectual Disability. Gupta (1987) claims that Female Child with 
disability has experienced even more burdensome, raising the spectre of neglect 


and abuse. 


With reference to birth order of the Disabled Children in the family, the study 
shows that two categories of birth order of the Disabled Children i.e. ( one & more 
than three) are moderately significant at 5% . From the study, it can be seen that the 
total model of the additional handicap of the Disabled Children is significant at 5 % 
and accounted for 38% of variance ( t-value =3.43). Pipp-Siegel et al. (2002) find 
that a Child with multiple disabilities in addition to hearing loss would cause 


increased stress levels in Parents. 


As revealed in the present study, the total model of Family Functioning of the 
Parents with Disabled Children is also a stronger predictor of Parental stress at 1 % 
level of significance (Oliver & Innocenti, 2001). Abeduto (2004) also finds that the 
family functions in respond to the Child’s disability affects the level of stress in the 
Parents. Oliver & Innocenti (2001) recognise Family Functioning of the Parents 
with Differently Abled Children as a stronger predictor of their parental stress. 
Some studies indicate that raising a Child with disability can have negative impact 
on family’s relationships with others members (Cole, 1986; Martin & Colbert, 
1997). Family Cohesion can be recognised an important predictor of Parenting 
stress in the Parents with Disabled Children. Warfield et al. (1999) demand that 
when Mothers of Children with Developmental Disabilities perceive support from 
within the family they reported lower levels of stress. Another study also supports 
that raising a Disabled Child significantly increases the Parents’ difficulties with 
maintaining a cohesive relationship (Bristol et al, 1988). Few studies also reflect on 
the intensity of daily Parenting hassles increasing stress levels in Mothers. These 
hassles are related to the difficulty in managing parenting tasks, especially bedtime 
routines,childcare arrangements and annoyances that may result from interactions 


with the Disabled Child (Pipp-Siegel et al., 2002). A great number of studies also 
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demands that a Parent who has a Child with ID, experiences much burden such as 
repeated physical and emotional crises, interactive family issues, ruined schedules, 
and additional expenses creating financial burden and emotional distress for a 


family (Gohel, Mukherjee, & Choudhary, 2011; Karmanshahi et al., 2008). 


As revealed in the study, the total model of Social Functioning of the Parents with 
Disabled Children is also an important predictor of Parental stress and accounted 
for 38 % of variance with greater t-value (3.28) at 5 % level of significance. The 
Size of Network of the Parents with Disabled Children is accounted for 21% of 
variance with 9% of additional variance. On the contrary, The t-value of the Size of 
Network of the Parents with Disabled Children is estimated as 1.27 indicating a 
non significant predictor variable at 5 % level. Lederberg & Golbach (2002) state 
that having a Child who is deaf or hard of hearing could impact maternal social 
networks in several different ways. Quittner et al. (1990) report that Mothers of 
Hearing Impaired Children has smaller social networks. According to Lederberg & 
Golbach (2002), social networks of hearing Mothers of Children who are deaf are 
significantly smaller and it increases their stress. Mothers who have less contact 


with family and friends may have experienced grater stress. 


Another predictor variable i.e. helpfulness is statistically highly significant at 1% 
level with 58% of variance and also an important predictor of stress for the Parents 
with Disabled Children (Majumdar et al., 2005; Ergun & Ertem, 2012). Parents 
report higher levels of stress when they have perceived lack of support while talking 
to doctors or other professionals, or when they have trouble in dealing with relatives 
(Perry 1989, Jones and Passey 2004, Thompson 2006). Both Brown (2003) and 
Pal (2005) report that lack of physical support might be a predictor of 
Parental stress in Parents with Disabled Children. Pal (2005) finds that family 


support can be a mixed blessing because of increased behaviour problems. 


According to Mash & Johnston (1990), a combination of Child characteristics and 
Parental cognitions may affect the levels of Parental stress in the Parents with 
Disabled Children. A great number of studies also hints at the fact that cognitions 
may be stronger predictors of Parental stress than the Child’s maladaptive 
behaviour (Plant & Sanders, 2007; Hastings & Brown, 2002). Some of other 


studies predict the role of Parental cognitions on the stress level of the Parents with 
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Disabled Children have focused on Parental self-esteem (Johnston & Mash, 1989), 
some on self-efficacy (Hastings & Brown 2002), and others on locus of control 
(Hagekull et al.2001; Hasall et al. 2005). Quine & Pahl (1991) demand that 
cognitive appraisals of the Parents with Disabled Children mediate the Child’s 
behaviour problems on Parental stress. Most of the variance that they measured is 
explained by Parental locus of control, parenting satisfaction and Disabled 


Children’s behaviour difficulties (Hasall et al., 2005) 


6.4: Discussion On The Findings Related To Objective No.4. (To Find Anxiety 
Symptoms Of The Parents With Disabled Children) 


The present study finds that Parents with ASD and ID Children have higher levels 
of trait anxiety. They use more Problem Solving Method to cope with it rather than 
other groups of Parents. It is supported by a study by Keskin et al. (2010). Mothers 
who are identified as housewives without additional help experience more stress 
and anxiety (Majumdar et al., 2005; Ergun & Ertem, 2012). Among the Fathers 
with Disabled Children group, the study finds that they have lower rates of anxiety 
as compared to Mothers, but higher rates than Males in the general population 
(Mumford, Saeed, Ahmad, Latif, & Mubbashar, 1997). Keskin also finds that there 
is a negative relationship between State-Trait Anxiety and Problem Solving Ability 
and between State Anxiety and Social Support Seeking (Keskin et al. 2010). 
Mothers with Disabled Children experience more psychological troubles than 
Fathers (Marvin 2001, Gungor 2008, Kullu 2008). Francis establishes that Mothers 
with Disabled Children report higher Stigma (Francis 2012). Sarikaya finds that 
Mothers with Intellectually Disabled Children tries to seek more Social Support 
than Fathers in order to minimize their anxiety sympoms (Sarikaya 2011). Bumin 
et al (2008) establish the relationship between anxiety and quality of life in 
Mothers rearing a Differently Abled Child in Turkey. 


It is found that as the Ages of Parents with Differently Abled Children advances, 
their State And Trait Anxiety Level increases. Parents whose age are more than 30 
years have better Problem Solving Skills. Coskun and Akbas (2009) find a 
significant relationship between the age group of Mothers with Disabled Children 
and their Trait Anxiety Levels (Coskun & Akkas 2009). 
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The present study establishes a significant relationship between the Gender of the 
Parents with Differently Abled Children and their Anxiety Level as well as Social 
Support Seeking and Avoidance as their Coping Strategies through its dimension 
qualitative analysis. It is found that as the ages of Parents with Differently Abled 
Children advances, their state and trait anxiety level increase gradually. Parents 
whose age are identified as more than 30 years have better Problem Solving Skills. 
According to these findings, as the economic status increases, the Anxiety Levels 
of the Parents decrease and their Problem Solving and Social Support Skills 
improved. This findings are supported by several studies conducted by Dogru & 
Aslan (2001), Gungor (2008), and Coskun & Akkas (2009). 


With respect to the Sharing Troubles experienced by Parents with Differently Abled 
Children, the study claims that Parents who have shared their troubles has lower 
level of anxiety and higher uses of Problem Solving And Social Support Seeking. 
Kullu and Isikhan (2005) & Kullu (2008) also find the similar results in their 


studies. 


With respect to Acceptance of the Differently Abled Child by the community, the 
study claims that Parents whose Differently Abled Child have not been accepted by 
the community has higher scores on anxiety and lower scores on Problem Solving 
and Social Support Seeking. Parents with ASD as well as ID Children have feel 
this problem greatly rather than others groups of Parents. A study conducted by 
Keskin et al.( 2010) supports this view. 


With respect to Psychiatric Support, the study is found that Parents who had 
received psychiatric support have experienced less anxiety and their Problem 
Solving and Social Support Seeking Skills have improved greatly. It is supported 
by a cross sectional study by Keskin et al.( 2010). 


With respect to Stigma in the Parents with Differently Abled Children, It is found 
that both anxiety and isolation are extremely harmful to Parents of Children with 
disabilities (Gupta, 1987;Tangri & Verma, 1992; Upadhyaya & Havalappanavar, 
2008, Cantwell et al 2015). In Chinese and Korean families of Children with 
Intellectual Disabilities, Chen & Tang (1997) and Lam & Mackenzie (2002) find 
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that both Mothers and Fathers experience more stress whenever they tackle the 
stigma. 

As revealed in the study, Parents with Children with ASD and ID experience a 
more traumatic and hard situation. It is supported by a study conducted by Dereli & 
Okur (2008). They establish that Parents who have Children with both Intellectual 
and Physical Disabilities have higher anxiety and depression level, but there is no 
statistically significant difference between the Child’s type of disability and their 
family’s anxiety and depression level. Several studies support that Mothers of 
Intellectually Disabled Children experience stress more than the Mothers of 
Children with other types of disabilities (Hayden & Goldman 1996, Rodriguez & 
Murphy 1997). 


6.5: Discussion On The Findings Related To Objective No.5. (To Find 
Depressive Symptoms Of The Parents With Disabled Children) 


As revealed in the study, Mothers of Autism Children are severely experienced 
depressive symptoms rather than Mothers of ID Children or any other Parents 
groups. It is estimated by another study that nearly 50% of the Parents with 
Disabled Children are severely anxious and about two-thirds are clinically 
depressed (Bitsika & Sharpley, 2004). Firat et al. (2002) also claim that high rates 
of depression is associated with Mothers of Children with Autism (72.5%) and 
Mothers of Children with Intellectual Disability (44.7%) (Firat, Diler, Avci, & 
Seydaoglu, 2002). Another study claims that Fathers with Disabled Children have 
lower rates of anxiety and depression as compared to their wives, but higher rates 
than Males in the general population (Mumford, Saeed, Ahmad, Latif, & 
Mubbashar, 1997). Hastings & Brown (2002) demand that self-efficacy mediates 
the effects of Child’s Maladaptive Behaviour with reference to anxiety and 


depression experienced by Mothers of Children with ASD. 


With reference to theme-1 (Mood of the Parents with Disabled Children), it is 
found that Mood disorder is significantly higher in the Parents with Autistic 
Children than those of MR, VI and HI Children. There are more significant 
pathologic Mothers in the Autistic group than in the ID group in terms of loss of 


interest, irritability, hopelessness, and guilt. 
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With reference to theme-2 (Sleep), the present study reveals that sleeplessness is 
experienced severely by the Parents with Autism group (especially Mothers) rather 
than the Parents with other Children groups. Parents, especially the Mothers with 
ID Children group experience sleeplessness from mild-to moderately. Another 
study claims that enuresis, somnambulism, bruxism, sleep terrors, nocturnal 
hyperkinesias, snoring etc. are frequently associated with Parents with Disabled 
Children (Bruni et al., 2004). Several causes are identified for sleep abnormalities 
in Parents with Disabled Children such as differences in cerebellar functioning and 
thalamocortical radiation abnormalities (e.g. Cheron, Seravis, Wagstaff, & Dan, 
2005). Pelc, Cheron, and Dan (2008) reports another causes of sleep disturbances 
i.e. increased interest in the role of the deficits in hippocampal long-term 
potentiations and sleep, following recent research into a new AS mouse model (van 
Woerden etal., 2007). Most of the studies find that interventions for sleep 
difficulties have had limited success among the Parents with Disabled Children. 
Similarly, sedative or hypnotic medication has not been fully evaluated. Melatonin 
has been used increasingly within this population, with early placebo-controlled 
studies reporting positive results (Braam, Didden, Smits, & Curfs, 2008) but this 


requires replication with larger samples and longer treatment periods. 


With reference to theme-3 (Whole Body Pain), it is found that Parents with Autism 
Children group (especially the Mothers are greatly) affected by the depression with 
reference to whole body symptoms rather than the Parents groups. With reference 
to theme-4 (Cognitive Imbalance), it is found that Cognitive imbalance is severely 
present in the Mothers with ASD Children group (Case 7 & 8) rather than Mother 
with ID Children group (Case 1&2). Lack of concentration, slowness in activity, 
frustration etc are prominent among those two groups of Mothers. With reference 
to theme -5 ( Weight), the study shows that Mothers of the Intellectually Disabled 
Children ( Case 1&2 ) are badly affected by this symptoms than any other Parent 
group. With reference to theme -6, the study shows that common symptoms of 
depression are also prominent in Mothers of the ASD Children group rather than 
the Mothers of Intellectually Disabled children or any other Parents group. With 
reference to theme -7 (Treatment-Resistant Depression), it is found that treatment- 
resistant depression is more evident in Parents with Autism and Intellectually 


Disabled Children. Different studies claim that Behavioral Management Strategies 
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have been used with some success in removing sleep disorder among the Parents 


with Disabled Children ((Pelc et al., 2008; Allen, Kuhn, DeHaai, & Wallace, 2013). 


Different studies have revealed that low income is associated with higher 
likelihood of depression. Maternal depression originates from increased 
behavioural problems among the toddlers as well as low attachment among infants 
(Caughy, Huang, & Lima, 2009), and externalizing and internalizing behaviour 
problems in Elementary School Children (e.g.,Ashman, Dawson, & 
Panagiotides, 2008). Maternal depression has been recognised a predictor of 
adolescents’ depression, poor social and emotional adjustment, substance use, and 
early sexual risk behaviour (Leve, Kim, & Pears, 2005). Parental psychopathology, 
especially Maternal depression increases Parenting stress among the Parents of the 
Children suffering from ASD and Developmental Disabilities (e.g., van der Oord, 
Prins, Oosterlaan, & Emmelkamp, 2006). Recent studies using more direct 
measures than in the past (e.g., Parenting Stress Index) have claimed that the 
Parent-Child dysfunctional interaction domain of Parenting stress is more 
connected to internalizing symptoms in the Disabled Child, when Parental 
psychopathology is controlled for with the help of other variables (Costa, Weems, 
Pellerin, & Dalton, 2006). By using DASS scale, Olsson & Hwang (2001) find out 
that Fathers of Children with disabilities have more depressive symptoms than 
Fathers of normal Children, although they experience comparatively less 


depressive symptoms than Mothers of Children with disabilities 


5.6: Discussion On The Findings Related To Objective No.6 (To Explore 
Different Types Of Coping Mechanisms Utilized By The Parents With 
Disabled Children) 


Coping is primarily a management strategy for reducing stress among the 
individuals. It is operated through task-oriented and Ego Defense Mechanisms. 
Responses of individual Parents raising a Differently Abled Child to stressful 
situations, and the factors that enable them to regain emotional equilibrium after a 
stressful experience are investigated in the study. From the study, it is found that 
that Emotional-focused Coping ( u= 11.2) plays a significant role in Parenting 
Differently Abled Children, followed by Problem-focused coping (u =10.6), 
Occupation and Institution focused Coping (u=,9.5), and Appraisal-focused 
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Coping (u= 8.2) (See Table 4.78 -4.81 & Fig. 4.136). Folkman (2013) similarly 
claims that both Emotion-Focused and Problem-Focused Coping are helpful in re- 
evaluation of the stressor among the Parents having Differently Abled Children. In 
the present study, Emotion-Focused Coping is believed to be associated with an 
unsatisfactory outcome, vis-a-vis, Problem-Focused Coping is related to a more 
satisfactory outcome (Sheikh MH, Ashraf S, Imran N, Hussain S, Azeem 
MW.,2018 ). On the other hand, Problem-Focused Coping is adopted in order to 
improve mental health outcome in Mothers of Children with disabilities. This is 
supported by many studies in the context of Coping Styles of Parents raising a 
Child with Down Syndrome (Pourmohamadreza-Tajrishi M, Azadfallah P, 
Hemmati Garakani S, Bakhshi E., 2015). 


Brown, et al. (2005) and Smith et al. (2008) suggests that the adaptation of 
Problem-Focused Coping has minimal impact on reducing Maternal distress while 
raising a Differently Abled Child, especially Autism. They argue that the use of 
Avoidant Strategies (Distraction and Disengagement) increase parent distress. The 
result of the present study is also supported by this assumption. In addition, several 
studies claim that Differently Abled Child’s Maladaptive Behaviour is also found to 
moderate the effects of distraction and disengagement on Maternal distress. 
Distraction and Disengagement Coping Mechanisms exert a significant positive 
effect on distress only when Child Maladaptive Behaviours are less severe. They 
have no effect on distress of the Parents having Differently Abled Children when 
problem behaviours are more severe. In spite of several utilities of Avoidant 
Coping Strategies in the Parents, the Researcher claims that the excessive use of 
Avoidant Coping Strategies may be particularly problematic for Mothers whose 


Children with Autism display relatively less intense behavioural difficulties. 


In this study, Appraisal Focussed Coping of the Parents having Differently Abled 
Children is based on the guidelines of Lazarus and Folkman (1984). In the 
questionnaire as well as in conceptual framework of the study, the Appraisal 
Process is divided under the two categories i.e. Primary and Secondary Appraisal. 
Here the Primary Appraisal considers the individual’s evaluation of an event or 
situation as a potential hazard to one’s well-being (Matthieu and Ivanoff 2006). 


Beaudry and Pinsonneault (2005) or Lazarus and Folkman (1984) evaluate the 
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stressors as opportunity or threat in the Primary Appraisal Process. On the other 
hand, Lazarus (1966) argue that any appraised stressor represents a threat. In many 
studies, the evaluation of the size of the threat such as strength, vulnerability, or 
susceptibility are emphasized (Liang and Xue 2009; 2010; Lee and Larsen 2009). 
In addition, the subdivisions of the Primary Appraisal Process are made with the 
expectation of Lee and Larsen ( 2009). They argue that the higher the perceived 
severity the higher the likelihood of an adaptive response (Lee and Larsen 2009), 
representing in the process of Coping through the two different coping strategies: 
Emotional and Problem-Focused Coping ( Cf. Beaudry and Pinsonneault 2005; 
Lazarus 1999; Lazarus and Folkman 1984). 


The Secondary Appraisal has been recognised as the other significant component of 
the Cognitive Appraisal Process. As narrated in the literature, Secondary Appraisal 
is the evaluation of the individual’s ability to handle the perceived threat (Matthieu 
and Ivanoff, 2006). Liang and Xue (2009) claim that Perceived Avoidability 
considers the evaluation of Parent’s ability to cope with the threat. Perceived 
Avoidability is nothing but an individual’s assessment of the likelihood the 
individual will be able to avoid the stressor by using a specific coping styles (e.g. 
Liang and Xue 2009). The Lazarus’ Stress Theory (Lazarus and Folkman 1984) 
demands that the Cognitive Processes (Threat Appraisal and Coping Appraisal) 
control the cognitive and behavioural efforts to manage the threat. These are 
represented by Problem and Emotional-Focused Coping Strategies. Likewise, 
Liang and Xue (2009) maintain that Perceived Avoidability determines Problem- 
and Emotional-Focused Coping. This picture of Secondary Coping Appraisal is 
superbly indicated through the present study. 


These findings of the present study agree partially with previous studies in other 
cultural context. Like the other studies, Positive Refocusing, Acceptance, and 
Refocusing on Planning are considered Adaptive Coping Strategy in the Parents 
with Differently Abled Children (Garnefski et al., 2001, 2002, 2004, 2006; Kraatj 
& Garnefski, 2006; Martin et al., 2005; Nolen-Hoeksema et al., 1994). 
Catastrophizing and Rumination have been reported as Maladaptive Strategies, 
although the present study does not highlight these. As per the views of several 


literature, Positive Refocusing may be considered as an Avoidant Coping 
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Mechanism which is usually a maladaptive in response to a stressor that remains 
present (Taylor & Aspinwall, 1996). In addition, Positive Refocusing is associated 
with the more behaviourally oriented subscale of Escape-Avoidance as Ways of 
Coping Questionnaire (Garnefski et al., 2001). It focuses on more depressive 
symptoms and less subjective well being in Mothers of Children with disabilities 


(Glidden et al., 2006). 


A similar explanation can be offered in case of Acceptance Coping Strategy. 
Acceptance is primarily considered functional to accept a situation that the parents 
cannot change. According to Glidden et al. (2006), Acceptance Coping is mostly 
useful in Fathers of Children with Developmental Disabilities. In another studies, 
Acceptance has previously been found to be related to more depressive symptoms 
and may also reflect a passive “giving up” (Kraaij et al., 2002). Moreover, the 
measure of Acceptance used by Glidden et al. (2006) differs somewhat in definition 


from the measure used in the present study. 


‘Refocus on Planning’ may be considered a Maladaptive Coping in the present 
study because of the uncontrollable nature of having a Child with disability. It is 
also considered a Maladaptive Strategy in another sample that is exposed to an 
uncontrollable stressor (Garnefski et al., 2005). Although refocus on planning was 
associated with Problem-Focused Coping, yet it is narrated as an Adaptive Coping 
in several studies on Parents of Children with Developmental Disabilities 
(Abbeduto et al., 2004; Stoneman & Gavidia-Payne, 2006). Few studies also 
illustrate that Refocusing on Planning is only the cognitive counterpart of action or 


Problem-Focused Coping (Garnefski et al., 2001, 2002). 


In the present study, there seems to be a suppressor effect at work for Positive 
Reappraisal. Few studies also argue that these Coping Strategy is related to 
Parental stress, there is no significant correlation between the two (as found in the 
Multiple Regression Analyses). This suggests that the results for Positive 
Reappraisal as mentioned in the study should be accepted with some caution (Tu, 
Gunnell, & Gilthorpe, 2008). Few studies consider Positive Reappraisal to better 
well being in Parents of Children with Down Syndrome (King et al., 2000), Parents 
of Children with Developmental Disabilities (Glidden et al., 2006), and other 
populations (Garnefski & Kraaij, 2006). 
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With reference to Problem-Focused Coping Mechanism, the present study shows 
that Parents with Differently Abled Children utilizes Information Seeking (14.8) 
the most, followed by Improve Relationship (u=12.3), Seeking Professional Help 
(u= 10.6), Transformation (u=10.2 ), Logical Analysis (= 9.8), Restraint Coping 
(u=8.6 ), and Confrontive Coping ( 1=6.3). Across the literature, it is found that 
Problem-Focused Coping Strategy has reduced phobia in Mothers having a Child 
with Down syndrome (Haren & Mitchell, 2003; Konstantareas & Homatidis, 2005; 
Shakeri, Parvizifard, Sadeghi, Moradi, 2006). In the light of the present study, the 
Parents having Children with four types of disabilities ( VI, ID,HI, and ASD) learn 
to appraise each stressful stimulus at first to determine the threaten or damage 
resulting from it. It is observed that Seeking Social Support contains one’s effort to 
take informational and affective supports from friends and relatives when a person 
does secondary appraisal. Some studies argue that the best Coping Responses are 
Problem-Focused ones, because it is composed of four elements (Awareness 
Increasing, Information Processing, Behaviour Modification, Getting Peaceful and 
Relaxed Solutions). Moreover, in many studies the components of Problem- 
Focused Coping Strategy (Accepting Responsibility and Planned Problem Solving) 
are considered as Confronting Coping through which an individual tries to 
minimize the threatening situation itself. This efforts may contribute to reinforce 
family relations. Parents who persist on this strategy, have more mastery on the 
situation in stressful circumstances, and are able to adapt better with them, also 
experienced less symptoms. Pottie et al. (2008) claim that Problem-Focused 
Coping Strategies are operated through both positive and negative mood. This is 
encountered as unexpected, as Problem-Focused Coping mechanism is usually 
associated with positive outcomes. Conversely, Dardas and Ahmad (2013) claim 
that Coping Strategies, such as Confrontive Coping, Planful Problem Solving, Self- 
Control and Positive Reappraisal don’t have a relationship between stress and 
parents’ perceived quality of life. They list ‘Distancing Coping’ is the least reported 
Parental Coping Strategy and show no effect on the relationship between Parental 
stress and quality of life (Dardas & Ahmad, 2013). The results of the present study 
does not support this views, claiming that Distancing is one of the important 
Coping Strategies for the Parents raising Differently Abled Children in order to 


reduce the stress and daily hassles. 
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The findings of the study are consistent with previous researches indicating 
Problem-Solving Strategies, such as the use of Positive Reappraisal, Seeking Social 
Support, and Distancing, help to mediate stress (Abery, 2006; Bingham et al., 2012; 
Gupta & Singhal, 2004; Van Riper, 2007). Similar to a study conducted by Quittner 
et al. (1990) the present study claims that Mothers of Deaf Children have smaller 
networks than Mothers of Hearing Impaired Children. Meadow-Orlans (1994) 
shows that similar levels of satisfaction with Social Support among the Mothers of 
Deaf and Hearing Impaired Children. Meadow-Olans and Steinberg 91993) find 
out that satisfaction with social support is especially important for Mothers of 
Hearing Impaired Children. Another study concludes that ‘Parents who perceives 
that they are helped, understand, and assist, experiencing less stress in raising their 
Disabled Children’ (Siman-Tov & Kaniel, 2011). Moreover, Parents with higher 
levels of social support coupled with low levels of financial hardship have better 
family congruence than those Parents who have low levels of support and high 
levels of financial hardship (McConnell et al., 2014). Social supports have been 
shown to decrease stress because they increased the Parents’ feeling of control and 
appeared to be a large part of the External Coping Strategies for the family 
(SimanTov & Kaniel, 2011; Twoy et al., 2007). 


Smith et al. (2008) argue that use of Cognitive Reframing Strategies is found to 
exert a significant effect on well-being, with higher use of Cognitive Reframing 
(i.e., Acceptance, Positive Restructuring, Use of Religious Coping) associated with 
higher levels of Maternal well-being. The value of Positive Cognitions as a Coping 
Process have been highlighted in several stress management strategies (Folkman & 
Moskowitz, 2004) and appear to be particularly helpful in stressful situations that 
are either chronic or largely uncontrollable. Like the great number of previous 
studies, the present study has indicated that Acceptance And Positive Reframing 
can promote improved mental health among Parents of Child with Autism and 
other disabilities (Hastings & Taunt, 2002; Lloyd & Hastings, 2008; Pakenham et 
al., 2005; Scorgie & Sobsey, 2000). In recent years, Religious Coping Strategy 
utilised by the Parents of Children with disabilities is emphasized in several 
cultural context (Coulthard & Fitzgerald, 1999; Ekas, Whitman, & Shivers, 2009; 
Tarakeshwar & Pargament, 2001). These studies suggest religiosity to be a 


complex construct, with Religious Coping affecting Parents in both positive and 
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negative ways. In a recent study of Mothers of Children with Autism, for example, 
Ekas et al. (2009) find religious beliefs and spirituality to be associated with 
improved parental mental health, while greater involvement in religious activities 
(e.g., frequency of church attendance, engaging in prayer) is related to greater 
distress. It is noteworthy that in the present study, our factor analysis classifies 
Religious Coping (along with Acceptance and Positive Reframing) as a beneficial 
Coping Strategy while Hastings, Kovshoff, Brown, et al.’s (2005) factor analysis of 
the same instrument, the Brief COPE (Carver, 1997) places Religious Coping in the 
same category as Denial. Clearly, additional research is needed to better explicate 
the multifaceted role played by religion in the Coping Process, both generally and 
specifically in terms of Parenting Children with Autism. These findings are 
consistent with research that indicates Parents can effectively cope with the stress 
and demands of raising a Child with a disability when they are provided with 
supports (Armstrong et al., 2005; Harper et al., 2013; Shilling et al., 2013; Twoy et 
al., 2007). 


With reference to Emotional-focused Coping, the study reveals that Seeking 
Relaxation Diversion (18.6+6.8) is identified as mostly helpful, followed by Self- 
efficacy (15.2+4.8),Self-controlling (14.3+4.9), Positive Reappraisal (13.6+3.8), 
Positive Reframing (10.1+4.5), and Tension Reduction (9.6+3.3). The Mean of the 
total sample of the Emotional-focused coping is 11.2, indicating that Parents with 
Differently Abled Children utilize Emotional-focused Coping more than Problem- 
Focused and Adaptive coping. In the current study, Parents of Children with 
disabilities are observed to engage in more Maladaptive/Emotion-Focused Coping 
(LE., Active Avoidance Coping). This is consistent with earlier observations that 
Parents of Children with Developmental Disabilities (including Autism) adopt 
Maladaptive / Emotion Focused Coping in managing caregiving stress (e.g., Piazza 
et al. 2014; Sivberg 2002; Wang et al. 2011). It is claimed that using emotional- 
Focused Coping Strategy may have led Mothers to reappraise a stressor previously 
or initially thought to be a threat, resulting in effective Coping to deal with the 
situation. It is supported by Ntoumanis, Edmonds, and Duda(2009). As illustrated 
by Trute et al. (2007), Mothers of the Parents with Differently Abled Children are 
found to appraise their situations as positively in comparison to Fathers. The 


Mothers are able to appraise their situations positively, yielding more favourable 
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and appropriate Coping strategies, thus mediating their stress associated with 
raising a Child with a disability. Positive perceptions of a stressful situation can 
help alleviate the effect of the Child’s disability on family members. It can tone up 
psychological and physical resources during stress (Gupta & Singhal, 2004). 
Mothers occupy more Positive Appraisals than Fathers, and Mothers’ appraisals are 


found to enhance family adjustment as well as self-esteem (Trute et al., 2007). 


The findings of the study have a significance correlation with Family System 
Theory and Health Realisation Theory rather than Bandura’s Social Cognitive 
Theory of Coping (1999). Findings regarding the lower levels of well-being, on 
average, for Parents of Children with disabilities and the factors responsible for 
individual variation in well-being illustrate the need for clinicians to recognize the 
ongoing experience of adaptation and how a systems approach to evaluation 
considers the changing needs of the family in this process (Seligman and Darling, 
1997). The findings of the study are also significantly supported by the previous 
works. With regards to the birth order of the Disabled Children and income of the 
family of Disabled Children, Moawad(2012) also finds the correlation with the 
coping Styles of the Parents. Among the important Coping Mechanisms of the 
Parents having a Disabled Child, Heaman (1995), Sandhya & Shetty(2015), 
Morya(2015) also find the significant roles of Information Seeking, Logical 
Analysis, Improve Relationship, Family Adaptation and Cohesion just like the 
present study. (Dalal, 2000; Harrison et al, 2001; Brown et al, 2003; Pal et al, 
2005; Farheen et al, 2008; Gupta, 2011). Religion helps to explain and gives a 
meaning to the adversity, and gives hope and purpose to life (Baldacchino & 
Draper, 2001). It is interesting that almost all respondents state that they also use 
the media outlets of music and television to decrease the stress of dealing with the 
predicament of their loved ones. Music and media have often been used to 
overcome or divert attention from the stress of managing other chronic diseases 
and adverse situations (Baldacchino & Draper, 2001; Klitzing, 2003). With 
reference to Occupation and Institution based Coping, the study reveals that 
Institution Based Coping (IBC) is also helpful ( total sample Mean= 10.2) for 
Parents with Differently Abled Children. Institution Based Coping is found to be 
more effective (u=14.2) than Work hard and Achieve (u= 7.6) for the Parents with 
Differently Abled Children. (See Table 4.81 & Fig. 135) This generalization with 


10 


reference to the significant perspectives of IBC are also discussed in some studies 
in different context and two studies find the similar conclusion (Barman & Paavola, 


2012; Tesfaya, 2018). 


6.7. Discussion On The Findings Related To Objective No.7 (To Identify The 
Gender Differences In Coping Mechanisms Of The Parents With Disabled 
Children) 


From the study we can see that among the Appraisal-focused Coping, statistically 
significant gender differences (between Fathers and Mothers of the Differently 
Abled Children) are found with respect to Seeking Alternative Reward (p <0.004) 
at 1% level and Passive Appraisal ( p <0.063) at the 5% level. Among the Problem- 
focused Coping, statistically significant gender differences (between Fathers and 
Mothers of the Differently Abled Children) are also noticed with respect to 
Improve Relationship (p=0.006), Restraint Coping (P=0.009), and Information 
Seeking (p=0.007) at 0.5% level. On the other hand, Logical Analysis (p = 0.030), 
and Transformation (p=0.038) are found to be significant at the 5% level of 
significance. Among the Emotion-focused Coping, statistically significant gender 
differences are found between Fathers and Mothers of the Differently Able 
Children with respect to Seek Relaxation Diversion (p=0.005), Self-efficacy 
(p=0.006), Positive Reappraisal (p=0.007), Positive Reframing (p=0.007), and Self- 
controlling (p=0.008) among the Emotion focused coping at 0.5% level of 
significance. Among the Occupation and Institution-focused Coping, statistically 
significant gender difference is found between Fathers and Mothers of the 
Differently Abled Children with respect to Institution Based Coping (IBC) 
(p=0.046) only at 5% level. 


Across the literature, significant results are found with Mothers scoring higher than 
Fathers in the following areas: Planning, Seeking Instrumental Social Support, 
Seeking Emotional Social Support, Suppression of Competing Activities, Turning 
to Religion, Focus On and Venting of Emotions. Mothers actively seek support and 
focus on the problem whilst Fathers still have not come to terms with it, do not 
want to think about it and are avoiding the issue. In addition, Mothers of the 


Differently Abled Children prefer high levels of support as they feel vulnerable 
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whereas Fathers are comfortable in their role as provider of support rather than 
support seeker. Pleck (1981) propagates that Mothers of the Children with 
disabilities prefer higher levels of social support rather than Fathers. However, 
results from sections of Carver's inventory concerning denial and mental or 
behavioural disengagement does not support this assumption. Across the studies, in 
the group of Parents with young Children significant differences are found in 
seeking Instrumental Social Support, Seeking Emotional Social Support, 
Suppression of Competing Activity, and Focus On and Venting of Emotions. Again 
Mothers are recorded higher scores than Fathers. Therefore, both hypotheses are 
confirmed with differences being found in Coping Strategies used by Mothers and 


Fathers. 


In this study, different theories are propagated before testing the parameters. For 
example, support for the concept of alcohol as a gender relating Coping 
Mechanism is also not correlated to the proposed gender theories. Pleck's theory( 
1995) does include a concept of historical change. This results may reflect a change 
in drinking habits of Males or Females. It may be noted that many respondents 
score minimum marks ( in case of Mothers with Disabled Children). Gender 
difference appear even in the consumption of alcohol. In some situations, Fathers 
of the Differently Abled Children have more responsibilities and perhaps less free 


time and money as compared to their spouses. 


Pleck's (1995) Gender Role Strain Paradigm( GRSP) postulates three broad areas 
about how masculine cultural standards have negative impact on the coping process 
of an individual. Gender Role Discrepancy (GRD) is related to failure to fulfil 
Male role expectations. This contributes to low self esteem and psychological 
problems. The socialisation process of the Parents is also problematic increasing 
Gender Role Trauma (GRT). Even those individuals who fulfill the Male role 
subsequently have experienced negative psychological consequences (e.g. low 
levels of family participation). This impact again leads to Gender Role Dysfunction 
(GRD). Pleck suggests that Men feel the need to prove their masculinity. But it 
follows a different process and does not have a parallel in Women needing to prove 
their femininity (Gilmore, 1990). Plecks arguments is strongly criticized by 


feminist theories concerning issues of motherhood and physical appearance. In 


fey 


another theory, Brannon and David's (1976) four factors of the Male role criticized 
the arguments of Pleck. They mention the four types of roles of the Male in the 
society including a) No sissy stuff; b) The big wheel; c) Sturdy oak; d) and 'give 
them hell’. Interestingly, their third factor (sturdy oak) is deeply concerned 
with Herbert's (1995) study of Fathers' initial responses after diagnosing a Child 
with Down Syndrome. The Fathers of the DS consistently report that their main 
role is that of supporting their Partners in order to overcome the stress. In this 
study, Herbert’s assumption may be significantly reflected while assessing the 


gender difference among the Parents raising Children with disabilities. 


As found in the present study, Males score lower marks on most of the traits and all 
the significant scales. This is supported by Pollack's (1995) study. Both Mothers 
and Fathers of the Children with disabilities have the same physiological reactions 
to a baby crying, however, only Mothers are encouraged to act upon these 
reactions. In the same way Fathers could be making responses based on what they 
felt are expected of them. This has serious implications for questionnaires 
attempting to measure gender differences. Both parents might seek emotional 
support but the Father of the Children with disabilities may not recognise it as 


social support or admit it to himself. 


Gender difference is also measured previously across a broad spectrum of 
situations such as student’s Coping Strategies (Arthur, 1998; Rijavec & Brdar, 
1997). Results indicates that girls studying in schools are more likely to use social 
support (Siu & Watkins, 1997). Girls report more daily stress and depression (Curle 
& Williams, 1996; Groer, Thomas & Shoffer, 1992). Like the present study, other 
studies also find that Mothers utilise Social Relationships and Emotional Venting to 
overcome stressful situations (Hastings, Anderson & Kelley, 1996; Matuszek, 
Nelson & Quick, 1995). Mothers also report more problems focused on self 
whereas Fathers report more direct action on the problems (Porter & Stone, 
1995; Ptacek, Smith & Dodge, 1994). In many studies, gender differences in 
Coping Strategies can also be illustrated as evidence for gender role socialisation 
of emotions (Hoffner, 1995). Ptacek, Smith and Zanas (1992) demand that more 
problem focused coping are adopted by Fathers whereas more support seeking and 


emotion focused responses are found in Women. Mothers with Differently Abled 
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Children, then, tend to put more energy into their friendships and value them more 
(Ogus, Greenglass & Burke, 1990). The findings of the present study also supports 


this generalisation. 


Riavec and Brdar (1997) and Ptacek et al.(192) claim that Fathers of the Children 
with disability may be expected to demonstrate higher levels of Acceptance 
(Sigman et al, 1996) and Positive Reinterpretation and Growth (Cheng, 1995). 
Fathers of the Children with disabilities are also reported to utilize humor 
frequently as a Coping Strategy in order to minimize their stress and anxiety 
(Plancheral & Bolognini, 1995). Many researchers again argue that Mothers have 
demonstrated higher levels of Denial (Newton & Houle, 1993; Rokach, 1999) as 
well as Focusing on Emotions (Hastings, et al., 1996). Gender difference are also 
reported with reference to Attitudes Toward Religion (Levitt, 1995) and Active 
Coping (Matuszek et al, 1995). Krugman (1995) suggests that the use of alcohol is 
a gender linked response, with Men abusing alcohol four to five times as much as 
Women and drugs twice as much. Brooks and Silverstein (1995) supports this, 
viewing alcohol abuse as a product of differential gender socialization. In the 
present study, Mothers having Differently Abled Children’s greater use of emotions 
and seeking of emotional support provided evidence for Pleck's theory. However, 
Coping Mechanisms of the Fathers having Differently Abled Children is 
dysfunctional and thus higher levels of Denial, Mental Disengagement and 


Behavioral Disengagement would be expected. 


6.8. Discussion On The Findings Related To Objective No.8 (To Interpret The 
Defence Mechanism And Emotional Control Strategies In The Parents With 
Disabled Children) 


Defense Mechanisms and Emotional Regulation Strategies play a crucial role in 
maintaining a healthy mental functioning among the Parents with Disabled 
Children. Freud (1884,1896) suggests that the ego employs a range of Defense 
Mechanisms at an unconscious level to avoid unpleasant feelings (i.e., anxiety) or 
make good things feel better for the individual. As Parents with Disabled Children 


have been fighting against different types of psycho-social, and economic problems 
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in order to support their Disabled Children, so Defense Mechanism may protect 


their mental health and give them temporary relief. 


As per the results of the present study, Mature Defense Mechanism is significantly 
correlated with Cognitive Reappraisal Emotional Regulation Strategy (r=0.308, 
p=<0.001). The four parameters of Mature Defence, e.g. Anticipation, Suppression 
and Sublimation and Humour as Mature Defenses are significantly correlated with 
Cognitive Reappraisal Emotional Regulation Strategy. Successful coping with a 
situation seems to require the thinking ability to do when the problems are within 
his/or her control to cope and function as a self-reliant through using Mature 
Defenses and Cognitive Reappraisal. Consistent with these results, Waqas et al. 
(2015) report that the use of Mature Defenses such as sublimation enhances 
pleasure and feelings of control and suppression helps in integrating conflicting 
emotions and thoughts. This result is in concordance with a study in Iran 
postulating that nurses who use Mature Defense style in stress and anxiety 
situations have better psychological well-being than nurses who use of Neurotic 
and Immature Defense styles (Ghadimianfar & Dadkhah 2015). This method of 
Mature Coping can decrease emotional distress and implies a greater ability to 
accept the unpleasant aspects of clinical situations with consequent better self- 


management and promote professional nursing practice. 


Furthermore, Viallant (2000) finds that Mature Defenses are correlated with better 
adaptability and compatibility in life on some college students. Moreover, 
Sepidehdam et al. (2012) show that the more Mature Mechanisms people have the 
less emotionally fatigued they feel. It is also found a negative significant relation 
between Mature Defenses and the symptoms of depression, fatigue and the poor 
life quality. This means that the use of Mature Defenses by nurse interns will 
overcome their problems through Adaptive Coping and renders them not 


vulnerable to various forms of psychological distress. 


The present study claims that Immature Defense Mechanism is positively and 
significantly correlated with Suppressive Emotional Regulation. This may be 
related to the fact that Immature Defenses style are non-adaptive and inefficient 
confrontation methods. According to the present finding, Passive aggression, 


Projection and Acting out have the highest mean scores among Parents with 
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Disabled Children. This finding may be attributed to the fact that Immature 
Defense style is adopted by individual Parents of the Disabled Child to prevent 
them from the awareness of their own unacceptable thoughts, impulses or wishes 
resulting into anxiety. These Defense Mechanisms regulate the individual’s inner 
psychological state through self-deception and emotional suppression. Maintaining 
Immature Defenses require psychological energy that limits emotional flexibility 
and true self-awareness. In this regard, Malone et.al. (2013) show in a pilot study 
that emotional disorder is positively correlated with Immature Defenses and 
negatively correlated with Mature Defense styles and not correlated with Neurotic 
Defense styles. Immature Defense styles are associated with poor adjustment as an 
adult, poor friendship patterns, higher incidence of mental illness, greater number 
of sick leave days taken and poorer health generally, personality disorders, 


depression. 


Consistent with the current results, a study done by Javaheri et al. (2011) find that 
Immature Defenses have a positive correlation with anger expression and its 
subscales such as verbal and physical emergence of anger, angry mood and 
reactions. Furthermore, those who use Immature and Neurotic Defense 
Mechanisms avoid experiencing their feelings which does not mean eliminating it, 
but the feeling is being suppressed and projects through behaviors which are 


sometimes out of control (Ghadimianfar & Dadkhah, 2015). 


As regard gender differences in Defensive Mechanism the results of the present 
study shows that, Fathers of the Disabled Children are significantly more likely to 
adopt Mature Defenses than their Mothers, this finding may be related to the 
gender differences in behaviour between Males and Females. Males often seek 
straight forward solutions to problems, while females have emotional approach to 
problems. Zeigler-Hill and Pratt, (2007) find that the use of Mature Defenses is 
associated with dominance among Men but with nurturance among Women. 
Studies have shown that Men and Women differ in their use of Defense 
Mechanisms in different cultural contexts (e.g. Cramer, 2009, Watson and Sinha, 
1998). However, Drapeau et al. (2011) find that there is no statistically significant 
difference in the prevalence of Mature Defense Mechanisms amongst the Males 


than Females. Gender differences have been found in the use of Defenses. It is 
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found that Men use Internalizing Defenses and Projection more than Females, and 
Women use Externalizing Defenses, Denial, and Reaction Formation more than 


Males (Cramer, 2005, 2009). 


Also, it is noted that Fathers with Disabled Children score high Immature Defenses 
than their Spouces with no statistically significant difference is found (t= 1.305, p= 
0.210).Statistically significant difference is only found between Fathers and 
Mothers of the Disabled Children with reference to their use of Somatisation (0.1% 
level of significance , p value = 0.0002) and Passive Aggression (5% level of 
significance, p <0.012). Fathers of the Disabled Children occupy greater percent 
mean scores in Passive Aggressive Defence Mechanism (PMS= 59.28> 56.27) 


rather than their Spouses. 


In agreement with this results, Luxen (2005) support that Males are reported 
greater use of Immature Defense Mechanisms: Isolation, Dissociation, 
Devaluation, Denial, And Passive Aggression. As he classifies the Defences in 
another cultural perspectives it is hard to assess their reliability. The only Immature 
Defense Mechanism that Women relied upon more heavily than Men is 
Somatization, that observed in the current study. This can be explained by the fact 
that Male and Female may differ in promoting or overcoming their feelings or in 
their using emotional regulation strategies. Therefore, Nurse interns who are using 
Somatization may withdraw or escape from situations as discomfort, fatigue, 


burnout and/or fears which adopting to use Immature Defenses. 


In addition, the current study shows that, the mean score of Neurotic Mechanisms 
is higher in Mothers with Disabled Children than their Fathers with no statistically 
significant difference (t=0.879, p= 0.381) at the 0.05 level. Two exceptions are 
occurred in case of Displacement and Reaction Formation, where significant 
difference are found between Fathers and Mothers of the Disabled Children. The 
small p-values of Displacement (0.024) and Reaction Formation (0.014) indicate 
that there are statistically significant gender differences in the Parents with 
Disabled Children with respect to the use of Displacement and Reaction Formation 
,and it may help them to overcome their immediate stress, depression , anxiety and 
other type of emotional problems. Most studies using the DSQ have found no 


gender differences. In a study using adolescent samples, Females are found to score 
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higher on neurotic defenses than Males (Malone 2013). First, Females constitute 
more than two third of the study subjects. These findings attribute to the fact that 
Females by nature are highly emotional affected than Males. Additionally, such 
Mothers are using Neurotic Mechanisms to shield them from experiencing 
unacceptable thoughts or feelings in the work setting or stressful shift work as a 


new experience. This may result in a distortion of some aspect of reality. 


In addition, the present results shows significant differences towards Gender and 
Emotional Regulation Strategies, Mothers with Disabled Children tend to use more 
Cognitive Reappraisal, whereas, Fathers with Disabled Children tend to use more 
Emotional Suppression. This finding may be attributed to the common belief is that 
Mothers are more in touch with their feelings than Fathers are--that they react more 
emotionally and are better able to read emotions in others. Mothers show greater 
emotional expression than their husbands, they experience emotions more 
intensely. Moreover, Mothers with CWSN display more frequent expressions of 
both positive and negative emotions. In contrast to their Husbands, Mothers also 
report more comfort in expressing emotions (Martha et al 1997). Researchers have 
suggested three possible explanations for these differences. One explanation is the 
different ways men and women have been socialized. Men are taught to be tough 
and brave. Showing emotion is inconsistent with this image. Women, in contrast, 
are socialized to be nurturing. This may account for the perception that women are 
generally warmer than men. For instance, women are expected to express more 
positive emotions on the job (shown by smiling) than men, and they do. A second 
explanation is that women may have more innate ability to read others and present 
their emotions than do men. Third, women may have a greater need for social 
approval and, so, a higher propensity to show positive emotions, such as happiness 


(Drapeau et al. 2011, Petraglia et al. 2009). 


The number of studies on Emotion Regulation has dramatically increased in the 
past two decades. These studies strengthen our knowledge on how the effectiveness 
of Emotion Regulation is crucial for different aspects of healthy affective and 
social adaptation (Gross, 2001; John and Gross, 2004). Two major Emotion 
Regulation Strategies that have been particularly studied are Cognitive Reappraisal 


and Expressive Suppression (Gross & John, 1998). In particular, Cognitive 
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Reappraisal is defined as the attempt to reinterpret an emotion-eliciting situation in 
a way that alters its meaning and changes its emotional impact (Lazarus and 
Alfert, 1964; Gross and John, 2003). Expressive Suppression is defined as the 
attempt to hide, inhibit or reduce ongoing emotion-expressive behaviour (Gross 


and Levenson, 1993; Gross and John, 2003). 


Based on an analysis of how emotions unfold over time, it has been argued that 
Cognitive Reappraisal and Expressive Suppression have their primary impact at 
different points of the emotion-generative process (Gross, 2001; Gross and 
John, 2003). Specifically, Cognitive Reappraisal is an antecedent-focused strategy 
that acts before the complete activation of emotion response tendencies has taken 
place. It thus might be expected to modify the entire temporal course of the 
emotional response before emotion responses have been completely generated. 
Expressive suppression is a response-focused strategy that intervenes once an 
emotion is already under way and after the behavioral responses have already been 
fully generated. It thus might be expected to require repeated efforts to manage 
emotional responses as they continually arise, challenging the individual’s 
resources. During the generative emotion processing, emotional situations can be 
managed modifying the emotional stimuli before the emotional response 
(Antecedent-Focused Strategies) or still during the emotional response (Response- 
Focused Strategies). In the first case cognitive modifications of the situation 
meaning can be used (i.e., Cognitive Reappraisal). Otherwise, a modulation of 
behavioral and physiological responses can be performed (i.e., expressive 
suppression). Here we are focusing on Reappraisal and Suppression Strategies, 
anyway other Antecedent-Focused (e.g., Situation Selection and Modification, 
Attentional Deployment) or Response-Focused (e.g., Use of Drugs, Social Sharing, 


Relaxation) strategies can be used in regulating everyday affective experiences. 


The usage of Cognitive Reappraisal allows the Parents with Differently Abled 
Children to implement and produce interpersonal behaviour that is appropriately 
focused on social interaction and is perceived by the others as emotionally 
engaging and responsive. At odds, expressive suppression comes relatively late in 
the emotion-generative process and principally modifies the behavioural aspect of 


the emotional responses, without reducing the subjective and physiological 
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experience of negative emotion, which is not directly targeted by suppression and 
may thus continue to linger and accumulate unresolved. As expressive suppression 
comes late in the emotion-generative process, it requires the individual to 
effortfully manage emotional responses as they constantly occur. These repeated 
efforts deplete cognitive resources to the detriment of social performances and 
create a sense of discrepancy between inner experience and outer expression in the 
individual (Higgins, 1987). Several studies warn us that the final effect of this 
sense of inauthenticity can lead to negative feelings about the self, making more 
difficult the establishment of emotionally close relationships and_ rather 
contributing to avoidant, diverted and anxious relational behaviors (Sheldon et 
al., 1997; John and Gross, 2004). These redline symptoms of emotional problems 
among the Parents with Differently Abled Children are also observed and 
statistically established in the present study. 
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CHAPTER- VII 
7.0: EDUCATIONAL IMPLICATION, CONCLUSION, 
AND SUGGESTIONS 


7.1; Educational Implication Of The Study 


The educational implication of the study can be evaluated at three levels. At the 
first place, the practitioners who work with families of Children with disabilities 
need to be aware of the Coping Mechanism of the Parents in order to minimise 
their stress levels. There is an urge for practical measure of coping as most of the 
coping scales don’t thoroughly measure their coping strategies in raising a Child 
with disabilities. Cultural variance is also another factor that minimises the 
usability and reliability of the so-called coping scales of the Parents with Disabled 
Children in our local setting. The result of the study indicates that the present self- 
reported coping scale for Parents with Disabled Children utilised in the study is an 
effective instrument for measuring the various types of coping styles in the Parents 
with Disabled Children. Its validity and reliability were established cautiously. It 
includes 29 parameters selected from the reliable literature as well as from the 
local socio-cultural settings making it a useful tool both in identifying Parents at 
risk of poor coping outcomes and evaluating the impact of coping styles for 


Parents with Disabled Children. 


The second level of practical implication of the study is related to the association 
between coping and Parental stress in the Parents with Disabled Children. The 
findings of the study are consistent with other studies in that Active Avoidance 
Coping appears to be maladaptive (indicating more stress for Parents with Disabled 
Children) and positive approaches to coping style can be recognised as adaptive 
strategy (indicating less stress for Parents With Disabled Children). The 
practitioners should invite the Parents to identify and list specific stressors that 


give them trouble in raising their Children with Disabilities. 


Some of the most frequently predictors of Parental stress as revealed in the study 
are: worry about the future of the Disabled Children; Parents’ guilt; Parents’ 
perception that other people think they may be the cause of the problem; difficult 
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behaviour of Disabled Children; feeling a need to protect their Child; increased 
financial burden; finding competent professional services. Both the practitioner as 
well as Parents of the Children with Disabilities need to be aware of their Parenting 
stress, its sources of origin and nature of the stress (i.e. primarily internal, external, 


or physiological). 


The third level of practical implication of the study is that the knowledge of these 
coping strategies can be utilised in intervention programme for the Parents with 
Disabled Children. Intervention programme for the Parents’ with Disabled 
Children should focus on reducing Parents use of Avoidant Coping and increasing 
their use of Positive Coping by enhancing their positive perception. As revealed in 
the study, Emotional-Focused Coping as well as Occupation and Institution based 
Coping (OIBC) Mechanism are much helpful for the Parents with Disabled 
Children, practitioners working in the field should try to develop more strategies in 
order to help the Parents in raising their Disabled Children. As gender difference is 
found between Fathers and Mothers of the Disabled Children with respect to their 
level of stress and use of coping mechanism, Parents should be guided as per their 


mental ability and choice of interest. 


With reference to socio-cultural consideration, we need to think deeply about the 
perception of the Parents about their Children’s disability, and especially the cause 
of the disability in their Children and the way these perception affect the stress 
level they have and coping mechanism they used. Family conflicts may increase in 
the absence of a clear understanding about the cause of disability as well as 
ineffective utilisation these coping strategies. In our Indian context, Mothers of the 
Disabled Children are falsely blamed for giving birth a Disabled Child. As result, 
they generally tend to accept disability and use Emotion-Focused Coping 
Mechanism to minimise their stress and anxiety. On the other hand, Fathers 
recognise the ‘disability’ in their Children as family problem that could be solved 
with the help of some persevered efforts. In addition, gender difference in stress as 
well as in coping strategies, as revealed in the study, can help us in understanding a 


clear picture of the Parental perception in raising Children with disabilities. 


7.1.2: Educational Implication Of The Study By Assessing The Proposed 


Conceptual Framework 
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Across the literature, it is evident that Mothers of the Child with disabilities 
scoring higher than Fathers in the following areas: Planning, Seeking Instrumental 
Social Support, Seeking Emotional Social Support, Suppression of Competing 
Activities, Turning to Religion, Focus On and Venting of Emotions, Improve 
Relationship, Transformation, Seek Alternative Reward, Positive Reframing etc. 
Mothers of the Children with disabilities actively seek support and focus on the 
problem, vis-a-vis, Fathers of the Children with disabilities still have not come to 
terms with it, do not want to think about it and are avoiding the issue. Mothers of 
the Children with disabilities demand high levels of support because they feel 
vulnerable whereas Fathers are comfortable in their role as provider of support 
rather than support seeker. This findings supports Pleck's ( 1985, 1995) Gender 
Role Strain paradigm. However, this findings are contradictory to the results of the 
Carver's inventory claiming denial and mental or behavioural disengagement are 
the sources of gender differences. Again Mothers of the Children with disabilities 
are recorded higher scores than their husbands. Therefore, Null Hypothesis is 
rejected and gender differences are found in coping strategies used by Mothers 
and Fathers of the Children with disabilities. This findings supports the 
assumptions of Pollack's (1995) study also. 


Support for the use of alcohol as a gender relating coping mechanism is also found 
as mentioned previously by Pleck's theory. This result may also reflect a change in 
drinking habits of males or females of the Children with disabilities. It is worth 
noting that many participants, especially Mothers of the Children with disabilities 
do not score minimum marks and it may be that gender differences appear for all. 
Many male as well as female respondents informed that they have more 


responsibilities and perhaps less free time and money to addict in alcohol 


Pleck’s Gender Role Strain (GRS, 1985) paradigm suggests that masculine cultural 
standards have negative effects in raising their Parental roles. Gender Role 
Discrepancy hypothises failure to fulfil male role expectations. This leads to lower 
level of self esteem and psychological abnormality in the Parents. The socialisation 
process itself is also become problematic creating Gender Role Trauma among the 
Parents. Even those individuals who fulfil the male role subsequently have 


negative psychological consequences such as ‘low levels of family participation’. 
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This is an example of Gender Role Dysfunction. Pleck (1985) claims that Fathers 
feel the need to prove their masculinity in a way that does not have a parallel in 
Mothers needing to prove their femininity (Gilmore, 1990). This is criticised by 
feminist psychologists concerning issues of motherhood and physical appearance, 
however it is hard to find a factorial conception of the female role similar 
to Brannon and David's (1976) four factors of the male role : (a) No sissy stuff 
(b)The big wheel (c) Sturdy oak (d) and 'give them hell’. Interestingly, their third 
factor (Sturdy oak) is a phrase that is exactly matched in Herbert's (1995) study of 
Fathers' responses to having a child with Down syndrome. The Fathers consistently 
report that their main role is that of supporting their partners. Thus Pleck's GRS 
theory rightly upholds that Fathers react differently to their spouses in certain 
situations and the consequences of this behaviour would also differ. In particular 
following the birth of a Child with disabilities, Parents' coping mechanisms and the 
psychological consequences of these mechanisms, will be directly and indirectly 


controlled by gender and might be in line with the GRS model. 


7.1.3: Educational Implication Of The Study By Developing An Appropriate 
Coping Model For The Parents With Disabled Children 


The proposed theoretical model theorizes the undefined relationship between the 
Coping Mechanism of the Parents raising Children with disability and the Parental 
stress phenomenon. The findings of the current study as well as Parental stress 
literature provides enough evidence that stress has negative influence on Parenting 
process. With the theoretical model of Coping Mechanism of the Parents with 
Disabled Children we go beyond the traditional investigations of Coping 
Mechanism; and analyze the response towards these stressors caused by birth of a 
Children with disability and the moderation effect of coping towards the stressor- 


strain relationship. 


The proposed model theorizes from an individual point of view that Coping 
Mechanism influences the stressor-strain relationship negatively so that the strain 
level of the Parents with Disabled Children could be decreased. Based on the 
model we can theoretically explain how the Parents with Disabled Children 
respond to their child-related stress, parent-related stress, family functioning and 


social support related stress. The ‘Threat Appraisal’, the ‘Perceived Severity’ and 
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the ‘Perceived Vulnerability’, are expected to be high because the free-time and the 
independency are in danger. Additionally, perceived avoidability of the Parents 
with Disabled Children is also expected to be high because the Parents is 
convinced to find a coping strategy to mange the threat. If the Parents ( eg. Fathers 
of the Disabled Children) have the autonomy to tackle the situation skillfully, they 
will develop a Problem-Focused Strategy to handle their Child-related stress. On 
the other hand, if they do not have the autonomy to tackle the situation, they would 
try to cope with Emotional-Focused Coping Strategies in form of reappraising the 
situation so that they feel that being always connected is not a negative thing. 
Mothers of the Children with disability usually adopts emotional-focused coping as 
revealed in the study. As a result, the strain level of the user could be decreased 
gradually. This example proves that coping strategies are always available, but 
either the Parents do not function properly or they do not use every available 


coping strategy in relation to their cultural context. 


Moreover, the proposed model of Coping Mechanism for the Parents with 
Disabled Children highlights that the Appraisal of Threats and Coping Mechanisms 
differ between users because of personal and situational factors. Here we can 
assume that perception of a threat has a significant influence on the outcomes. 
With the consideration of the coping process, the direct relationship between 
stressors and strain is ever changing as revealed in the study (See Null Hypothesis 


No.4). 


It is found that Coping Mechanisms are mitigating or eliminating the threat, which 
in turn leads to lowered strain and different outcomes in the Parents with Disabled 
Children. Lazarus and Folkman (1999) investigate linear relationship between 
stressor, strain, and outcomes is extended by the moderation effect of the coping 
concept. Following Lazarus and Folkman we can argue that the coping concept 
should not be neglected and we show within the developed model how the coping 
concept influences the Parental stress phenomenon while raising a Child with 
disability. Furthermore, the model shows that coping strategies can mitigate the 
Parental stress level. From the organisational point of view, the two variables i.e. 
coping resources and controllability, are the most important factors because they 


affects the efficacy of coping strategies. The physical resources (e.g., money), 
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psychological resources ( e.g., self esteem) and the social resources (e.g., support 
from neighbours) can play the role of an external variables that control the 
Problem-Focused as well as Emotional-Focused Coping Process directly or 
indirectly. The latter is the control or autonomy a Parent has in the situation. 
Further investigations are invited to empirically validate the proposed theoretical 
model as well as to analyze whether coping strategies are eliminating the stressors 


or just mitigating them. 


This theoretical model of coping for the Parents with Disabled Children is 
primarily based on Lazarus and Folkman’s (1984) two different theories: Ego- 
Defenses and Animal Experimentation. The ego-defenses, according to Lazarus 
(1993), defends the psychological integrity of an adult from threats. On the other 
hand, the animal experimentation shows the coping mechanisms of an animal in 
order to avoid, escape, or overcome noxious agents. Lazarus and Folkman demand 
that Cognitive Appraisal is a crucial part of coping mechanism as sensitivity and 
vulnerability level as well as the reaction and interpretation towards events differ 
significantly. Consequently, the concept of coping mechanism of adult persons 


follows five different processes. 


As shown in Figure 7.1, Primary Appraisal refers to the individual’s evaluation of 
an event or situation as a potential hazard to his or her well-being. (Lazarus and 
Folkman 1984; Matthieu and Ivanoff 2006). Secondary Appraisal refers to the 
evaluation of the individual’s ability to handle the perceived thread or challenge 
(Lazarus and Folkman 1984; Matthieu and Ivanoff 2006). ‘Coping’ here refers to 
the cognitive and behavioural efforts to manage specific external and/or internal 
demands that are appraised as taxing or exceeding the resources of the 
person(Lazarus and Folkman 1984, p 141). ‘Coping Resources’ incates the social 
and personal characteristics upon which people may draw when dealing with 
stressors(Pearlin and Schooler 1978; Thoits 1995). Lastly, ‘Controllability’ directs 
the assessment how much control people have over the (situation) (Beaudry and 
Pinsonneault 2005). As reflected on the following Figure, Cognitive Appraisal 
Coping can be considered an important aspect of Threat Appraisal Coping Strategy 


(Primary). Perceived Avoidability can be considered an important aspect of Coping 
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Appraisal Strategy (Secondary). Other three types of Coping, namely Problem- 
focused, Emotuon-focsed and OIBC are related to these two types of Coping. 


Parent- 
Related Stress 


(A)THREAT 
APPRAISAL 
(Primary) 


Cognitive 


Appraisal Stress due to 
Disabled 
Children 


2.EMOTION- 
FOCUSSED 


Perceived 


Strains due to 


3. OCCUPATION 


_ Avoidability AND Family 
| INTITUTION ae ‘| Functioning 
BASED COPING aes and Social 
: Support 


Coping Resources 
EXTERNAL (Physical, 
VARIABLES Psychological and 
Social) 


Fig.7.1: A Proposed Theoretical Model of Coping for Parents with Disabled 
Children (Based on Findings) 
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For developing ‘Primary Appraisal’ the Parents with Disabled Children is asking 
himself/herself the question: “Am I in trouble or being benefited, now or in the 
future, and in what way?” Lazarus et al. (1984) identified three different 
subcategories of primary appraisal: Irrelevant, Benign-Positive, and Stressful. The 
irrelevant is one type of evaluation taken by events which have no implications for 
the Parents’ well-being. On the other hand, encounters with positive outcomes are 
associated with the benign-positive. As reflected on the above mentioned figure 
‘stressful situations’ comprise three different subcategories: harm/loss, threat, and 


challenge. 


As mentioned earlier, the ‘Secondary Appraisal’ is the evaluation of the individual 
person’s ability to handle the perceived thread or challenge. It follows the question: 
“What if anything can be done about it?“ (Lazarus and Folkman 1984, p. 31).The 
coping appraisal is further divided into blame/credit, coping potential, and future 


expectations that are not mentioned in the aforesaid model of coping. 


Coping Mechanism of the Parents with Disabled Children has two major 
categories: Problem-Focussed Coping and Emotional-Focused Coping (Lazarus 
1999; Lazarus and Folkman 1984). Another two types of coping i.e. Appraisal 
Focussed, and Occupation and Institution based Coping are also mentioned here. 
Problem-focused Coping of the Parents with Disabled Children comprises 
strategies used for problem solving. These are specified as efforts to determine the 
direct problem, generate alternative solutions, assess them, choose, and act. They 
are divided into two kinds of strategies : directed at the environment and directed 
at the individual. Environment directed strategies of the Parents with Disabled 
Children are directed towards actions for altering environmental pressure, barriers, 
resources, and procedures. On the other hand, individual directed strategies, called 
inward-directed strategies, lays emphasis on motivational or cognitive changes in 
the Parents with Disabled Children. For example, “shifting the level of aspiration, 
finding alternative channels of gratification developing, reducing ego involvement, 
, hew standards of behavior or learning new skills and procedures” (Lazarus and 


Folkman 1984, p. 152) 
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In contrast, Emotional-Focused Coping of the Parents with Disabled Children aims 
to regulate or change the emotions tied to the perceived threat (Lazarus 1999). As 
revealed in the study, Emotional-Focused Coping Strategies e.g. Active 
Avoidance/Distraction (Mean + SD = 19.82+8.2) places the highest rank, followed 
by Seeking Relaxation Diversion (Mean + SD =18.6+6.8), Seeing Social Support 
(Mean + SD = 16.5+ 8.8 ), Self-efficacy ( Mean + SD = 5.2+4.8), Self-controlling 
(14.3+4.9), Positive Reappraisal (Mean + SD =13.6+3.8), Positive Reframing 
(Mean + SD = 10.1+4.5), and Tension Reduction (Mean + SD = 9.6+43.3). As 
mentioned in the literature, whenever the individual reduces the threat by deciding 
that there is something more important to worry about, they use an Emotional 
Coping Strategy (Lazarus and Folkman 1984). Mothers of the Children with 
disabilities, as revealed in the study, are adopted Emotional-Focussed Coping more 


rather than their husbands. 


Occupation and Institution Based Coping (OIBC) Strategies are also helpful for the 
Parents with Disabled Children, that directly/indirectly minimises the stressful 
situation. It may be noted that OIBC are newly devised strategy by the present 
Researcher indicating a useful strategy for the the Parents with Disabled Children ( 
Mean = 9.5). In literature, we find that there are mainly three types of Coping 
Mechanism: Appraisal-focused, Emotion-focused and Problem-focused. The 
Researcher brings a new insight that OIBC is also similar useful in raising a 
Disabled Child and it may vary as the situation demands and it is highly based on 
cultural context. ‘Occupation-Focsed Coping’ indicates the working condition as 
well as working situation of the Parents with Disabled Children. In addition, 
‘Instutution Based Coping’ epitomizes so many factors that directly or indirectly 
reflect the opportunities provided by an institution in minimizing stress as well as 
increasing the quality of life of the Parents with Disabled Child. It may include 
supporting the Parents for the development of adaptive skill in their Disabled 
Children, Special Therapies for the Parents as well as for their Disabled Children, 
providing an inclusive education system or a segratgated education system if 
required. The present Researcher separates this Cping Strategy from other types of 
Coping Mechanisms as mentioned in the disability litaterature observing its 
effectiveness in reducing the Parental stress in the Parents having Children with 


disabilities. As mentioned in the abobe mentioned Proposed Theoretical Model of 


769 


Coping for the Parents with Disabled Children, OIBC places a significant role 
along with other types of Copping Mechanisms. 


The proposed model for Parents with Disabled Children also focuses on Cognitive 
Shifting from ‘Child-Related Stress’ to ‘Stress in Family Functioning’. It can be 
interpreted that most of the Parents with Disabled Children are trying to cope up 
with their stressful life with reference to their stress in raising a disabled child, and 
their stress gradually shifted to stress in family functioning. The study also claims 
that the highest level of stress is related to family functioning,and not on raising a 
Disabled Child. Fathers of the Children with disabilities use Problem-Solving 
Coping in reducing their stress, and they basically adopt this type of cognitive 
shifting that can help them to transfer their stress from child-related stress to stress 


in family functioning. 
7.2: Conclusion 


The findings of the study indicates high levels of stress in Parents of Children with 
disabilities, with individual differences in the way Parents cope with these stresses 
according to gender and type of disability. Mothers of the Children with Autism 
experience higher level of stress rather than other Parents groups. It is claimed that 
Family Functioning Stress represents highest stress (PMS = 62.75) among the four 
sub-scales of Parenting Stress in Parents with Disabled Children, followed by 
Parent-related stress, Child-related stress and stress related to lack of Social 
Support. Among the seven predictor variables associated with Parents of the 
Disabled Children’s characteristics, two predictors, namely type of marriage and 
education level of the Parents with Disabled Children are not statistically 
significant at 5%. Three predictors (thinking about the future of the Disabled 
Children, poor physical or mental health of the Parents & monthly income of the 
Parents) are statistically highly significant at 1% level. Another two predictor 
variables such as no. of earning member (s) in the family and type of family are 
moderately significant at 5% level. Among the Disabled Children’s characteristics , 
age of the Disabled Children, time of diagnosing the disabilities, gender of the 
Disabled Children, birth order of the Disabled Children, additional handicap in the 
Disabled Children etc. have been recognized as important predictors of Parental 


stressors. Additional handicap in the Disabled Children is considered as the highest 
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type of Parental stressor (t= 3.43) among the Disabled Children’s characteristics as 
revealed in the study. Gender and birth order of the Disabled Children are 
recognised as moderately significant predictors of Parental stress for the Parents 
with Disabled Children. The total model of family functioning of the Parents with 
Disabled Children is also an important predictor of Parental stress in the Parents 
with Disabled Children and accounted for 48 % of variance with high t-value (4.68 
) at 1% level of significance. On the other hand, the total model of social 
functioning of the Parents with Disabled Children is also an important predictor of 
Parental stress and accounted for 38 % of variance with greater t-value (3.28) at 5 


% level of significance. 


The present study demonstrates how the impact of coping on psychological 
outcomes among the Mothers of Children with Disabilities can differ from their 
husbands depending on the specific type of coping strategy used. Consistent with 
previous research, study findings generally indicate that over-reliance on Avoidant 
Coping methods are likely to promote rather than reduce, Maternal distress, while 
use of positive coping strategies, such as Cognitive Reframing, are likely to have 
their greatest impact on improving Parents’ sense of happiness and well-being. 
Thus interventions that seek to reduce Parents’ use of Avoidant Coping, while 
facilitating their use of positive behavioural and Cognitive Coping Strategies are 
particularly important. In addition, study findings suggest that Child Maladaptive 
Behaviours, rather than Autism symptoms, per se, are the key driver of the link 
between Autism and Maternal Distress. For this reason, professional interventions 
aim at enhancing Parents’ ability to manage their Child’s problem behaviours may 
be especially beneficial since, if successful, they would serve not only to reduce 
behavior-related Parent stress, but also to buttress Parent self-confidence, efficacy, 
and Positive Coping Skills as well (Marcus, Kunce, & Schopler, 2005; 
McConachie & Diggle, 2007; Moes, 1995; Singer, Ethridge, & Aldana, 2007; 
Sofronoff & Farbotko, 2002). Study findings also point to the need for 
interventions which assist Parents in better managing feelings of depression and 
anger which are often associated with Parenting a Child with Autism (Benson & 
Karlof, 2009; Coon, Thompson, Steffen, Sorocco, & Gallagher-Thompson, 2003). 
Finally, interventions aim at promoting a sense of mindfulness and a positive 


acceptance on the part of Parents of Children with Autism also may be useful, 
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especially as Parents and their Children grow older (Blackledge & Hayes, 2006; 
Lloyd & Hastings, 2008; Singh et al., 2006). 


The main findings of this study are that gender differences are found in the Coping 
Strategies of Parents of Children with Disabilities in the following areas: 
Information Seeking (p= .007), Seeking Alternative Reward( p=.0004 ), Passive 
Appraisal (p=.063 ), Improve Relationship (p=.006), Logical Analysi (p= .030), 
Trnasformation (p=.038), Restaint Coping (p=.009), Self-efficacy (p=.006), Self- 
controlling (p=.008), Seek Relaxing Diversion (p=.005), Positive Reframing 
(p=.007), Active Avoidance (p= .015), Positive Reappraisal (p=.007), and IBC 
(P=.016). Across the literature, gender differences are found with respect to 
Seeking Instrumental Social Support, Seeking Emotional Social Support, 
Suppression of Competing Activities, and the Focus On and Venting of Emotions ( 
Krauss, 1993). These findings are in line with Pleck's Gender Role Strain 
Paradigm. However, differences are not found in other areas. The main problem for 
Pleck's theory is that it proposes Male trauma and dysfunction. This appears not to 
be the case in this situation. Fathers of the Disabld Cildren demonstrate no more 
negative traits, such as denial, than their wives. It is noteworthy that both Mothers 
and Fathers are recorded high levels of acceptance in both studies. This is 
supported by Herbert (1995) strongly suggesting that many men are very 


comfortable with their role. 


With reference to Mean and SD values of the Mature Defence Mechanism adopted 
by the Parents with Differently Abled Children, it is found that Mature Defence 
Mechanism occupies the highest Mean score (13.32), followed by Neurotic 
Defence Mechanism (11.35), Psychotic Defence Mechanism (10.67), and 
Immature Defence Mechanism (9.15). Mature Defence Mechanism is found to 
have maximum PMS (58.92 + 27.70) utilised by the Parents with Differently Abled 
Children, followed by Neurotic Defence (52.26+25.46), Psychotic Defence (48.40 
+26.40) and Immature Defence Mechanism (43.70 +18.52). With reference to 
Mature Defense of the Parents with Differently Abled Children, the study reveals 
Anticipation (PMS = 65.50) is having the highest Percent Score of Mean, followed 
by Suppression (PMS= 64.20), Sublimation ( PMS = 49.95), Humour ( PMS = 
42.80), Altruism ( PMS= 39.68). The total PMS and SD for Mature Defence 
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Mechanism of the Parents with Differently Abled Children are 58.92 and 27.70 
respectively (See Table 4.102 & Fig. 4.139). 


The study also shows that Cognitive Reappraisal Strategy has more percent Mean 
score (64.56 + 23.80) than Emotional Suppression Strategy (56.70 + 18.04). So it 
can be interpreted that Cognitive Reappraisal had been used greatly by the Parents 
with Differently Abled Children rather than Emotional Suppression. In brief, 
Cognitive Reappraisal Strategy of the Emotional Regulation Strategy, along with 
Defence Mechanism and Coping Mechanism are very useful strategies in reducing 


anxiety, stress and depressive symptoms in the Parents with Disabled Children. 
7.3: Suggestions 


The following suggestions are given on the basis of objectives of the study as well 
as well on the basis of the problems realised by the Parents with Disabled 
Children: 


7.3.1: Suggestions For Minimising The Stress Level Of The Parents With 
Disabled Children. 


As revealed in the study, Parents with Disabled Children are experiencing a higher 
level of stress. To minimise the stress level of the Parents with Disabled Children, 


the following suggestions may be given: 


Family Counselling Programme need to be handled carefully with special 
emphasis on identifying the problems of all family members. Parents as well as all 
family members should be aware of the merits and demerits of disability in the 
family. Parents should be encouraged of maintaining an equality in caring for the 
Child with disability without any gender bias. Focus should be given on 
Emotional-Focussed Coping as well as Occupation and Institution Based Coping 
(OIBC) strategies and various ways in solving problem and family conflicts’ 
resolution rather than exchanging blame between Parents for insufficient 


performance in caring the Child with disability. 


In order to minimise the ‘internal stress’, Parents with Disabled Children must 


learn how to develop realistic expectations about their life and how to recognize 
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when negative self-talk defeats effective coping. Father of the Disabled Children 
must be sympathetic towards his wife as she is experiencing more stress as 
revealed in the study. They must boost their own self-confidence by noting and 
using personal strengths and talents. In addition, Parents with Disabled Children 
should identify and list their own self-defeating assumptions and think of 
alternative messages. They should renounce love, affection, and approval from 
Children as needs rather than bonuses. They should be encouraged to see the 
positive sides of stress. They should control anger by controlling wishes and try to 
use to it constructively. Different Family magazines should be read time by time in 
to understand the significance of marriage life and family planning. Positive 
thinking by daily affirmations need to ushered. Developing a positive belief can 
control their destiny. They should be be healthily selfish, free from needing 
outside approval. They should try to develop a support system by sharing honestly 
their feelings of frustration and anger. They should cope up with a situation in the 
presence of imperfection. They must learn to tolerate change as Children change 


often. 


Both the Parents and the Disabled Children should change their moods and 
feelings. Dealing with external forces may lead to ‘external stress’ in the Parents 
with Disabled Children, that is very difficult to overcome sometimes. Neighbours, 
friends, and relatives don't understand why such a normal-acting man/women 
behave cruelly towards them. Teachers frequently don’t fully comprehend the 
ramifications of a Disabled Child's problem. Parents are called upon by the school 
to help make decisions about their Disabled Child's school program. Parents often 
feel helpless as the Child's advocate because of their own lack of understanding. 
External Stress Factors may be resulted from dealing with school about Child's 
placement or program, coping with difficult child behaviours, helping siblings 
understand the problems associated with disabilities, educating neighbours and 
relatives about the Child's problems, getting Child in right school, helping Child 
with homework, working with spouse on Child management and _ financial 
pressures in the family. The following guidelines may be helpful for the Parents 


with Disabled children to overcome their ‘external stress’: 
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As external stressors are situational by nature, and often involve relationships with 
others, Parents with Disabled Children are advised to develop assertiveness skills. 
Problem-solving techniques, time management, and goal setting are helpful while 
dealing with external stressors. Since coping with a Disabled Child is so 
emotionally draining, Parents are encouraged to develop intimacy skills as well as 


a support system. 


Analyzing problems thoroughly may help the Parents with Disabled Children to 
overcome their external stress in the family. They should describe the problem with 
a specific statement. State how it could be worse and how it could be better. They 
need to determine what is keeping it from getting better. Propose solutions for the 
things over which you have control. Proper planning can also help them to tackle 


the difficult situation. 


Time Management is also another strategy to fight with external stress. Parents 
with Disabled Children may list priorities both short and long terms. They can do a 
time using audit. ‘Compare time use with priority of goals’ is also another strategy 


by which they can effectively manage the time. 


Developing an assertiveness can also help them to tackle the external stress while 
raising a Disable Child in the family. Parents should know their limits and be 
realistic about what they can accomplish. They must neglect unreasonable 


demands. 


They should learn about their Disabled Child's problems and needs so that they 
can be an active participant in meetings with school personnel. The schools may 


encourage the Parents to offer their suggestions to teacher and coaches. 


In order to replenish energy, Parents with Disabled Children need to be sure they 
get sufficient rest, eat well balanced meals, and exercise vigorously. They may 
practice meditation or relaxation techniques when they feel stressed, anxious, or 
fatigued. Physiological Stressors can be minimised with the help of proper diet, 


exercise, rest and recreation. 


7.3.2: Suggestions For Minimising The Anxiety And Depressive Symptoms In 
The Parents With Disabled Children 


TTS 


The following suggestions may be useful in minimising anxiety and depressive 


levels among the Parents with Disabled Children: 


Parents with Intellectually Disabled Child or Autism Child should be given more 
psychosocial support to enable them to help their Disabled Children cope with 
their mental and physical insufficiency and relieve their anxiety (McStay, 


Trembath, & Dissanayake, 2014). 


Home and Community-Based Behavioural Strategies are the other ways to reduce 
anxiety and depressive symptoms in the Parents with Disabled Children. A study 
suggests that teachers and members of the Individualized Education Program team 
must go beyond the classroom and school boundaries to support Parents in their 
real-life situations in which their Child exhibits problem behaviours (McStay et al., 
2014). This includes practitioners consulting with Parents about their concerns 
regarding their Child’s problematic behaviours and providing suggestions about 
those behaviours. These suggestions often promote behaviour manageability, tone 
up Parents’ sense of control, and result in a reduction of stress, anxiety and 


depression and an increase in community engagement (McStay et al., 2014). 


For the Parents with Intellectually Disabled child, McStay (2014) suggests that 
Parents must learn to separate their Child’s behaviour from themselves. 
Practitioners, teachers, social workers, nurses etc. can work with Parents to 
understand the essential components of managing behaviours (e.g., antecedents or 
triggers of the problem behaviours, function, consequences, and reinforcement of 
the behaviour). This nurtures appropriate ‘behaviour management skills’ in the 
Parents with Disabled Children. This training may include the collection of data for 
their Child’s problem behaviours and implement appropriate behaviour 
intervention across settings (Park, Alber-Morgan, & Fleming, 2011). Parental 
involvement promotes a mindset for Parents with Disabled Children that active 
participation in an intervention results in competent and consistent intervention and 
a change in behaviour in a positive direction (Brookman-Frazee & Koegel, 2004). 
Intervention programmes like relation, family counselling can be given in order to 


reduce their anxiety and depression level. 
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Segregation or isolation is not good for the Parents with Differently Abled 
Children. Such type of Parents should exchange their problems with other Parents 


and they should create a network of supporting system. 


Parents are advised to become aware of the inclusive education system for their 
differently Abled Child since Inclusive Education is cost effective and have sound 


pedagogical practices ( NCERT, 2006). 


As revealed in the study, Parents who received psychiatric and social support are 
found to have higher levels of coping with their anxiety. So psychiatric and social 


support are necessary to cope with the bad situation. 


From the study, it is found that increased level of anxiety of the Parents with 
Disabled Children can be minimised by using Avoidance Strategy. It can be 
suggested that public health departments as well as social welfare departments 
should inform society about disabilities and those Parents with Disabled Children 
about their problems. Parents should adopt more positive and welcoming 
approaches to their Disabled Child by contributing to social awareness. Parents 
should be encouraged to share their problems among close relatives, friends, 
families of other disabled children, school teachers, practitioners, social 
environment and expert people who were educated in this subject in order to 
reduce the anxiety experienced by parents. Practitioners, social workers, and nurses 
can promote awareness in people about the problems of families with disabled 
children during home visits, in schools and when they come to healthcare 


institutions 


‘Scaffolding’ can be a necessary technique in which a more experienced person ( 


may be Neighbour) can support and help the inexperienced persons (Parents). 


Size of network can’t minimise their problem rather degrees of helpfulness can 


help them to reduce their tension as revealed in the findings. 


Robert Segal, Jeanne Segal, Melinda Smith, and Lawrence Robinson (June 2019) 
suggest a technique, namely ‘Vocal Tonning’ for reducing stress among the adults. 
It can be useful for the Parents with Disabled Children in reducing their stress. 


Segal et al. demand that ‘Vocal Tonning’ works by exercising the tiny muscles of 
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the inner ear that help the individuals detect the higher frequencies of human 
speech that impart emotion and tell them what someone is really trying to say. Not 
only will they feel more relaxed in that meeting; it is expected that they will also 
be better able to understand what he’s trying to communicate. For example, sit up 
straight and simply make “mmmm” sounds with their lips together and teeth 
slightly apart. Experiements by changings the pitch and volume until they 
experience a pleasant vibration in their face, eventually their hearts and stomatch( 


See http:// www. helpguide). 


Jennings (2018) suggest sixteen (16) guidelines for reducing stress. These may be 
inculcated in the Parents raising Children with Disabilities: proper exercise, 
consider supliments, light a candle, reducing caffeine intake, chew gum, write it 
down, spend time with friends and family, laugh , learn to say no, learn to avoid 
procrastination, take a yoga class, practice mindfulness, cuddle, listen to soothing 


music, deep breathing, and spend time with the pet. 


7.3.3: Suggestions For Applying Effective Coping Mechanisms For The 
Parents With Disabled Children. 


The present study pins down the real fact that most of the Parents with Disabled 
Children do not get proper formal support from the social workers and Govt. 
agencies. Therefore, formal social resources need be maintained to support Parents 
with Disabled Children outside of the family. The NGOs should be warned about 
their responsiblity for sharing up-to-date data of their activities. Govt agencies 
should recruit Expert persons so that they can realize the problem from the grass- 
root levels. ‘Team visit’ is necessary to understand the socio-cultural problems of 
the Parents raising Children with Diabilities. Students need to be encouraged in 
order to participate in different socio-cultural activities so that they can support the 


Parents and thereby, the quality of life of such Parents can be developed gradually. 


As revealed in the case study, Female Child with disability is less acceptable to 
Parents than a Male Child. Female Children with disabilities are treated differently 
from Male Children with disabilities. In addition, the findings shows that Parents 
engaging in more prestigious occupations have experienced more Parenting stress. 


They might have wider gap between their expectations and reality, emphasises that 
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all Parents of Children with disabilities, rich or poor, experience stress and need 
formal and informal social resources to help them cope. To remove this type of 
unhealthy behaviour among the Parents with Disabled Children, Govt. should 


initiate social intervention programmes with initiative for them. 


Parenting Children with disabilities faces special challenges. Professionals working 
with such type of Parents need to recognize their associated social and emotional 
problems. Firstly, Parent groups should be created for providing both skill training 
and emotional support for them. Practitioners and social workers may provide 
appropriate and applicable behaviour management skills to work with their Child’s 
problem behaviour at home and in the community. Second, counseling groups 
may be organised for such type of Parents with a view to developing new and 
positive coping strategies. Thirdly, while helping Parents with Disabled Children in 
different grounds, practitioners need to cautiously consider all other factors ( e.g. 
type of the family, negative social stigma associated with the Child’s disabilities, 


socioeconomic status of the family). 


Parents need to be trained how to develop new and positive coping strategies, 
especially focus will be given on ‘Task-Oriented Coping’. Practitioners can 
organize Parent Counseling Groups for this purpose. Firstly, coping strategies of 
the Parents with Disabled Children need to be identified. Brief COPE (Carver, 
1997) is a reliable tool that is easy and quick for practitioners to administer and 
score for this purpose (Hastings et al., 2005). In other words, practitioners are 
invited to utilise the self-prepared Coping Mechanism Scale adopted in the present 
study. It is expected that this scale is more reliable and includes all essential 
parameters (29) related to Indian socio-cultural environmemt. After identifying 
positive or task-oriented coping, one Parents group can be paired with another 
Parents group who employ other strategies. Practitioners can then develop 
scenarios or vignettes of situations among the Parents with Disabled Children. 
Different coping styles then need to be shared among the different Parents groups 
(how they usually deal with the situation, compare and reflect on what they do 


differently.). 
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Additionally, the local and central government should launch early intervention 
programme effectively with a focus on Parental involvement and provide access to 
support in divergent aspects. ‘Grass root approach’ will be the basic principle for 
those activities. Through those support system, the levels of stress of the Parents, 
especially Mothers of Children with Autism and Intellectual Disability can be 
minimised. ‘Awareness of the Importance of Parental Involvement’ will be the 
second principle for those support system and Govt. agencies working in the field 


should utilise it. 


Another surprising but real fact that the Researcher experienced while visiting the 
schools of the disabled children is that most of the educational institutions 
engaging in educating the disabled children is running only for get profit , not for 
social outlook. Parents with Disabled Children exhibit the real fact that most of the 
educational institutions engaging in educating the Disabled Children demand extra 
money which is difficult to provide for them. Govt. should look after those 
educational institutions and should help those educational institutions to collect 
monetary fund and resources from different sources within proper time, otherwise, 
it was very difficult for those educational institutions to render their service. The 
government agencies can accomplish this mission by creating additional channels 
of communication. They must educate citizens for better implementing laws and 
policies to address Children with disabilities, advancing the rights of those 
Disabled Children and their Parents, and assisting them to receive the special 


supports they require. 


As revealed in the study, higher stress among the Parents with Disabled Children is 
originated from ‘Family Adaptation and Cohesion’. Permissive parenting is an 
effecting strategy that can help the Parents with Disabled Children to develop their 
skills in Family Adaptation and Cohesion as per the recommendation of 
developmental psychologist Diana Baumrind. As found in the literature, 
Permissive Parenting focuses on low demands with high responsiveness. 
Permissive Parents tend to be more loving and cheerful, yet maintains few 
guidelines and rules. In Permissive Parenting system, Parents do not expect mature 
behaviour from their Children and behave just like a friend than a Parental figure. 


It pins down their Children's freedom rather than responsibility. The Parents should 


780 


ask their Children's opinions on major decisions A permissive Parent tends to be 
the polar opposite of the "helicopter parent." The motto of the Permissive 
Parenting is: "kids will be kids." Permissive Parents are usually warm and loving 
as they make little or no attempt to control or discipline their kids. In Permissive 
Parenting system, Children should be motivated with self-regulation and self- 
control. Permissive Parenting can promote the Children with disabilities in order to 


minimise their stressful situation also. 


Researchers also find that Children raised by Permissive Parents may develop lack 
of self-discipline, poor social skills, self-involved and demanding, feeling of 
insecure due to the lack of boundaries and guidance. Children raised by Permissive 
Parenting may also develop low achievement in many areas, poor decisions, 

smore aggression and less emotional understanding, more prone to delinquency and 
substance use, and sometime they are unable to manage their time or habits. A 
study also claims that Permissive Parenting often develop several risky behaviours 
such as drug use and other forms of misconduct (Bahr & Hoffman, 2010). Some 
strategies may be useful to handle the demerits of Permissive Parenting. These are: 
Parents with Disabled Children should maintain a list of basic household 
rules. They make sure their Children understand the penalty of breaking the rules. 
Time-outs and losing privileges are logical consequences for breaking the 


household rules. ( Cherry, 2019) 


Permissive Parents must reward good behaviour in the Disabled Children. They 
should try to catch the Children with disabilities being good and allow special 
privileges when they display these actions. The Parents should follow the 
behaviour of their Disabled Children as well as other normal Children 
thoroughly. To become a Permissive Parent is not an easy task but it is important. 
Permissive Parents should help the Children understand why such regulation in the 


family are important by providing adequate feedback and explanations. 


On the basis of the findings of the study the following suggestions may also be 
given for the Parents with Disabled Children for developing their coping styles : 


First, Parents are directed to make an effective plan and stick to it. Parents should 


consult with experienced persons in their locality to justify the plan before 
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implementing it. Second, make sure they are following all of the components 
necessary for a healthy life. Third, they should try to follow the physician's advice 
properly to overcome the bad situation.Fourth, they may use relaxation tapes or 
exercises or meditation to calm down after a hectic day. Forth, search for a place of 
retreat ( e.g. the bathroom , the car, river side, garden, park etc.), and go there for 
cooling off when the tension is too much. Sixth, focus on recreation and relaxation, 
so that they have some time off during the week. Fifth, hire out or trade off chores 
that are time consuming and distasteful. Sixth, team up with the neighbours, a 
spouse or friends for time off. Improve Relationship is a significant stategy in 
order to cope such type of Disabled Child in the family. Seventh, special attention 
is given on organizing the finances, money can be a huge stressor in raising a Child 
with disability. Purchasing a money management software can help such Parents 
to utilize their families finances in order. It is available on AMAZON online 
shopping. Online free version is also available on the website. (Cf. Mint: Budget 


Tracker & Planner | Free Online Money at https://www.mint.com) 


7.3.4: Suggestions For Utilising Gender Differences In Coping Mechanisms Of 
The Parents With Disabled Children. 


As revealed in the study, the amount of coping strategies in the Parents with 
Differently Abled Children is obviously affected by their gender (Fathers vs 
Mothers of the Disabled Children). On the basis of the findings of the current 


study, the following suggestions are given: 


First, Mothers utilise Seeking Alternative Reward Coping more than their husbands 
while raising Children with Disabled Children. So Mothers with Disabled Children 
should be encouraged to make new friends, and help the other Parents with similar 


problems. 


Second, Mothers with Disabled Child utilise Passive Appraisal Coping more rather 
than their husbands. So they should be encouraged to play a humorous episode in 


front of other Parents and alter the goal of their vision. 


Third, Mothers with Disabled Child utilise the Improve Relationship Coping more 


rather than their husbands. So they will be encouraged to spend more time with 
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their husbands and friends as well as Disabled Children in order to control their 


mental pressure. 


Fourth, Mother with Disabled Children utilise the Restraint Coping more rather 
than their husbands. So they will be encouraged to focus on the problem. They will 
also be encouraged to take the problem seriously and develop effective planning to 


tackle it. 


Fifth, Fathers with Disabled Children utilise the Self-controlling Coping more 
rather than their spouses. So Fathers of the Disabled Children will be encouraged 
to control every work efficiently. They should come down enough to take an 
action. They should maintain enough control and autonomy to tackle a bad 
situation. Controlling over technology is also another important strategy to utilise 


the Self-controlling Coping while raising a Child with disability. 


Sixth, Fathers of the Disabled Children utilise the Logical Analysis Coping more 
rather than their spouses. So Fathers of the Disabled Children need to be 


encouraged to anticipate new demands that will be placed on them. 


Seventh, Mothers of the Disabled Children utilise the Transformation Coping more 
rather than their husbands. So Mothers of the Children with disabilities need to be 
encouraged to view the problem in a favourable light. They may participate in 


religious activities to overcome their daily hassles. 


7.3.5: Suggestions For Utilising Defence Mechanisms And Emotional Control 


Strategies Among The Parents With Disabled Children 


Parents with Differently Abled Children should attain mental health promotion 
program or different kinds of psycho-social intervention programmes in order to 
support their differently abled children through the use adapted defenses and 
eliminate the maladaptive one. They need to regulate unwanted feeling objectively. 
To minimise the internal conflict, Parents with differently abled children should 
aware about psychological defense mechanisms. In other words, they should be 
trained properly in order to utilise Defences and Emotional Regulation Strategies. 
Defense Mechanism Test can be used to provide mental occupational profile of the 


Parents with Differently Abled Children. Fruitful discussion on Defense 
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Mechanisms and Emotional Regulation Strategies should be made with the 
Parents with Differently Abled Children in order to correct their feelings. The 
following suggestions are made for the therapists as well as social workers for 
conducting a successful psycho-social intervention programme so that Parents with 
Differently Abled Children can utilize their Defence Mechanism in an organised 


way in order to reduce their behavioural promles: 
1.Consider the “Depth” of an Interpretation: 


The interpretation techniques in order to identify the behavioural problems among 
the Parents with Disabled Children need to be organized from surface to depth with 
“lighter” interventions such as questions and clarifications at first, before moving 
on to interpretive work. The responsibility of the therapist as well as a social 
worker to address defensive behaviour in the Parents with Disabled Children does 
not end at confrontation. In order to dealing with defenses, Parents should utilise 
deeper understanding and insight, and they may give up the more problematic 
defenses for more adaptive ones. It is found by several Psychologists that 
interpretations be used once the more unconscious material is better understood by 
the therapist and take precedence over confrontations after that point ( Langs, 


1973; Schafer, 1992; Wolberg, 1977). 
2.Interpretations should Begin with Defences used as Resistance: 


Greenson (1967) suggests that defenses that are viewed specifically as ‘Resistance’ 
in-session should be addressed first in psychodynamic psychotherapy. Resistance 
refers to any defensive process aims at interfering with the natural unfolding of 
therapy and thus prevents the further exploration and elaboration of unconscious 
material. Resistance is primarily considered a defensive process in nature as it 
keeps certain affects, thoughts, ideas or impulses from consciousness. Resistance 
is generally used when discussing the therapeutic setting. Although ‘defence’ is an 
umbrella term rather than that of Resistance , yet Resistance is a treatment function 


that takes meaning from the analytic process (Blum, 1950). 


3.Intervene with Parents’ Most Prominent Defences: 
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Parents with Disabled Children should confront more prominent defenses 
whenever they are obvious, especially when these defences are obscuring 
important repressed material. As Parents with Disabled Children use a multitude of 
defences , special care will be be given on those defenses that seem to be most 
closely related to conflicts associated with symptoms, anxiety, presenting 
problems, or other difficulties associated with functioning. In addition, , therapists 
should address both characterological defenses as well as those that are “out of 
character’. These defences are also most likely related to a symptom ( Blum, 1950; 


Langs, 1973). 


As revaled in the study, Mature Defence Mechanism is much beneficial for the 
Parents with Disabled Children in reducing their stress and anxiety levels. It should 
be developed by using proper training process with the consultation of doctors and 
friends who are adopting these in similar situations. The more "mature" defense 
mechanisms include intellectualization, sublimation, and rationalization. In 
Vaillant classification, Intellectual and Rationalisation are included as Neuratic 
Defence. According to Vaillant (1992), people who use these Defense Mechanisms 
more often than the others tend to experience better family relationships and work 
lives. Parents with Disabled Children may never rid themselves of all their Defense 
Mechanisms, but at least they can grow from understanding what they can, and 


cannot, do for themselves. 


As per the recommendation of Whitebourn (2011), Denial is a useful Defence 
Mechanism that can be used by Parents with Disabled Children who are a victim of 
trauma and may even be a beneficial initial protective response. In the long run, 
however, denial can prevent the Parents from incorporating unpleasant information 


about themselves and their life and have potentially destructive consequences. 
4. Implications for Practice and Empirical Evidence: 


While conducting an intervention porogramme, the therapists need to pay attention 
to their decision-making process in order to decide one particular defense of the 
Parents having Disabled Children as opposed to another. It is said that decision 
may potentially affect the overall outcome or progress of psychotherapy (Hersoug , 


Bogwald , & Hoglend (2005); Despland , de Roten , Despars , Stgler , & Perry, 


785 


2001). Clinicians need to lays emphasis on the interpersonal process of defenses 


within the therapeutic hour with Parents having Disabled Children (Malan, 1979). 
5.Consider the ‘Affect’ associated with the Defence when Appropriate: 


‘Affect’ is an intricate part of our attitude. It is obscured by nature and avoided 
when defenses are triggered. Avoidance of particular affects can also motivate the 
use of defenses in individuals, especially in the Parents having a Disabled Child, 
who are dealing with so many problems in their real life. Although not all defense 
mechanisms deal with affect in the same fashion, therapists must understand their 
place in the Parent’s psyche if they are to intervene appropriately in-session.( 


McCullough , Kuhn , Andrews, Kaplan , Wolf et al. , 2003) 


6. Consider the Degree of Emotional “Activation” associated with the Defense 


Mechanism of the Parents with Disabled Children 


The concept of “emotional activation” is based on the idea that a defensive 
process usually contains some form of affective material that is defended against, 
compartmentalized, or expressed. As such, therapists are in a position to observe 
this affective level when patients are defending. The defense of splitting usually 
contains a great deal of affect directed at an object in which a distortion of the 
object is readily noticeable to the observer (e.g. strong feelings of anger towards a 
significant other), however this can be experienced in different ways depending on 


how much emotional activation is attached to the defense 


7. Accurately identify Defense Mechanisms used by Parents with Disabled 
Children 


This principle assumes that an important aspect of a therapist’s therapeutic 
competence has to do with correctly addressing the type of defense employed by 
Parents with Disabled Children. It is viewed that inaccurate interpretations, which 
address the incorrect process, could conceivably damage the alliance or adversely 


affect outcome ( Langs,1973). 


8. Avoid using Technical Language in Interpretations: 
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Technical terms have “no meaning” for Parents with Disabled Children, and are 
ultimately useless in psychotherapy. The present Researcher claims that therapists 
should refrain from using overly technical language in their verbalizations to 


Parents regarding their defense mechanisms (Glover, 1955). 
9. Balance between Supportive and Interpretive Interventions: 


It is said that when using supportive techniques therapists should identify feelings 
and life stressors as opposed to interpreting defenses (McWilliams, 1994). 


As revealed in the study, Emotional Control Strategies are also helpful in reducing 
stressful symptoms in the Parents with Disabled Children. Parents with Disabled 
Children use Cognitive Reappraisal Startegy more actively rather than Emotional 
Suppression of Emotional Control/ Regulation Strategy. The following 
suggestions are proposed in order to enhance the Emotonal Control Strategy of the 


Parents with Disabled Children: 


1.Positive emotion may help the Parents with Disabled Children to avoid their 
negative feelings. So it should be developed with the help of creative activities. 

2. Self Report Measures for Love and Compassion Research (Personal Growth and 
Positive Emotions) need to to be conducted in order to support the Parents while 
raising Children with Disabilities. 

3. Whenever the Parents deal with a stressful situation, they should think about it 
in a way that helps them stay calm. 

4. Negative emotions should be properly expressed in words. It can help them to 
suppress and avoid their negative thinking about disability. 

5. Whenever the Parents can’t tackle a bad situation, they must express their 


feeling with another persons. 


Stanford University psychologist Gross (2001) suggests a 4-stage model in order to 
capture the sequence of events that occurs when our emotions are stimulated. It is 
popularly known as ‘Modal Model’. According to Gross and his collaborator 
Jazaieri (2014), an inability to control or regulate emotions is to at the root of 
psychological disorders such as depression and borderline personality disorder. 
The following guidelines are proposed in order to develop the emotional state of 


the Parents with Disabled Childen: 
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1.Select the Situation: 


Parents with Disabled Children should avoid circumstances that trigger unwanted 
emotions. If they know that they are most likely to get angry when they are in a 


hurry, then they are directed not to leave things for the last minute. 


2.Modify the Situation: 


Disappointment is the root cause of emotional disturbances. For example, if 
Parents of Disabled Child are always hoping to serve the “perfect” meal for friends 
and family, then they may focus on this topic. They may develop disappointment if 
they can’t satify this needs. In such situations, they are directed to modify the 
situation by finding recipes that are within their range of ability so that they can 
pull off the meal. They may not be able to construct the ideal soufflé, but they 


manage a pretty good frittata. 
3. Shift Attentional Focus: 


If Parents are constantly feel inferior to the people around them who always look 
great, then they are directed to shift their focus away from them. They need to 


focus on what they are doing. 


4.Change the Thoughts : 


Like other people, Parents with Disabled Children feel sad when they believe to 
have lost something, anger when they decide that an important goal is thwarted, 
and happy anticipation when they believe something good is coming way. By 
changing their thoughts Parents may not be able to change the situation. But they 
can at least change the way they believe the situation is affecting them. Parents 
with Disabled Children are directed to adopt Cognitive Reappraisal Strategy so that 
they can replace the thoughts that lead to unhappiness. 


5.Change Response: 


The final step in Emotional Control Strategy is to get control of the responses. 
Whenever all else fails, and Parents of a Disabed child can’t avoid, modify, shift 


their attention, or can’t change their thoughts, they are directed to change their 
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responses. The Parents need to take breaths and perhaps close their eyes in order to 


calm down. 


The above mentioned 5-step approach may help the Parents with Disabled 


Children to avoid a stressfull situation. 
7.3.5: Suggestions For Further Research 


What we concern about in implementing this research is the different levels of 
Stress, Coping Strategies, Defense Mechanism as Well as Emotional Control 
Strategies adopted by Parents with respect to their types of Disabled Children. 
Abilities of Children with disabilities ( e.g. independency, mobility, 
communicating etc.) are more in concern for those Parents as they accept the less 
from the Child with disability instead of looking for much. Thinking of psycho- 
social as well as cultural considerations, we need to ponder over the perceptions 
Parents hold about the disability, and specifically about the causes of disability and 
the way these perceptions affect dimension of stress , anxiety and depression they 
have, and Coping Mechanisms they adopt. In the absence of clear understanding of 
disability and its divergent nature, Parents tend to exchange blame for having a 
Child with disability. As revealed in the study, such patterns of reactions hinder 
coping process and impede the use of Active Coping, and may lead to family 
conflicts. The overall findings of the study claims that Mothers with Disabled 
Children accept the disability and adopt Emotion-Focussed Coping more, vis-a vis- 
, Fathers with Disabled Children adopt problem-Focussed Coping more as they 
perceive the disability as a problem that could be solved with some persevered 
efforts. Future research should be directed to assess the perceptions of the Parents 
of Children with disabilities more accurately with reference to their levels of stress 
they have and Coping Strategies they use by adopting other research design (e.g. 
Mixed Method, Ethnographic Method) as well as other popular scale of Parental 


Stress and Coping Mechanism. 


The proposed theoretical model theorizes the relationship between the Coping 
Process of the Parents with Disabled Children and the Stress Level Phenomenon. 
Further research can be conducted in the new areas of Parenting Stress, especially 


on Technostress as Technostress literature provides evidence that technostress has 
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negative influence on adults. Technostress can be considered as extraneous 
variable while assessing stress level of the Parents in raising a Child with 
disabilities. Several investigations on technostress claims that coping is an 
important factor in the technostress discussion and suggest the investigation of the 
moderating effect of coping (Riedl 2013; Ayyagari et al. 2011). We may find a 
linear relationship between stressor, strain, and outcomes is extended by the 
moderation effect of the coping concept. To investigate the affect of the 
technostress phenomenon on Parenting a Child with disability, we can develop a 
model which explicitly describes the linear relationship among the Coping 
Mechanisms, Parenting Stress in raising a Child with disability and techno-stress 


phenomena. 


To enhance the efficacy of assessing the Coping Mechanism of the Parents with 
Disabled Children, further research can be conducted focussing on Parental Locus 
of Control, Daily Hassles, Parenting Satisfaction, Adaptive Coping Styles, and to 
clarify further any mediating effects between these variables and Parental stress 
and distress. This type of study may be helpful for cognitive interventions with 
Parents aims at ameliorating the stress associated with raising a Child with a 


disability. 


Further research should be conducted to examine the potential buffering effects of 
positive experiences of caring for Children with disabilties on the Parents’ 
emotional state. A great number of studies conducted in the U.S.A. demands that 
Mothers’ positive perceptions of caring for a Child with disability are linked to 
Reframing Coping Mechanism and that the use of Social Support Resources 
reflected on some aspects of these positive perceptions (Hastings et al. 1993, 
1999). In addition, Adaptive Coping Styles and beliefs in the efficacy of 
behavioural interventions are connected to lower Parenting stress. Therefore, 
behavioural interventions for Children with challenging behaviours need also to 
include components that address the Parents’ Coping Mechanism. Finally, other 
aspects of Parental cognitions and beliefs that influence Parental reactions should 
be studied thoroughly. There is an evidence of the importance of Parents’ 
attributions for their Children’s behaviour in affecting Parental outcomes (Miller ; 


Bugental et al.,2005 ). Mothers who attribute more control to their Children for 
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their negative behaviour are more likely to experience angry feelings towards their 
Disabled Children and to use over-assertive disciplinary practices ( Dix et al.,1998 
; Smith Slep & O’Leary, 20017). A study demands that Mothers who attribute 
responsibility to their Children for behaviour problems are more likely to 
experience negative emotional reactions and to employ harsh disciplinary methods 
(Chavira et al., 2005 & 2007). Further studies of Parental attributions with this 
group of Parents could therefore contribute an additional perspective to the 
understanding of the role of Parental cognitions. It may help us in designing a 


therapeutic intervention for Child behaviour problems. 


The issues of normalization and stigmatization, as well as the individual social 
roles of the Parents with Disabled Children, will be part of subsequent studies. 
These will provide material for more in-depth analysis of the relationship between 
the Mother and Father in their roles as individuals, parents, marital partners and 
members of the family at large. Different theoretical models should be evaluated 


with reference to these fields. 


Future research should include single Parents with Disabled Children. This study 
only includes such type of Parents who had Children with ID, VI,HI and ASD. 
Results may differ among the Parents of Children with Drown Syndrome, Multiple 
Disabilities, Physical Disabilities etc. 


First and foremost, this study should be replicated with a much larger sample of 
participants to verify the effectiveness of Coping Mechanism in the Parents with 
Disabled Children in another socio-cultural context. The present study consists of 
400 respondents only, which may not sufficient to identify all aspects of Coping 
Mechanism in the Parents with Disabled Children. Future studies could follow 
Longitudinal Designs to observe changing trends or highlight possible factors 
contributing towards Parental well-being or Coping Strategies (Benson and Karlof 


2009; Taylor and Stanton 2007). 


At the same time, this study may bring a fresh insight for future related research 
topics. Given the results of this study, it will be beneficial for future research to 
examine the same topic using an in-depth qualitative research technique (e.g. 


individual interviews). Further research is also invited to examine additional 
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factors contributing Parental stress and anxiety. These factors may involve with 
Disabled Children’s characteristics such as severity of the Child’s disability, or the 
Child’s specific behavioural problems as well as Parental characteristics such as 


number of wives, marital status, or environmental variables. 


Additional research is also invited to verify the efficacy of theoretical assumptions 
of Parental support system in the context of Parental stress phenomena. This 
research may tone up the present study’s implications to increase support, both 
informal and formal, which will be provided to Parents of Children with 
disabilities. The amount of stress and the lack of support measures in the family 
may in turn affect not only the condition of the Child, but the family as a whole. 
The specific sources of Parenting stress among Parents of different socioeconomic 
status should be explored in future studies so that appropriate interventions can be 
developed for the Parents with Differently Abled Children. In addition, Cross 
Cultural Studies may add to social or biological explanations of gender differences 
in Coping Strategies in the Parents with Differently Abled Children ( previously 
known as ‘Disabled Children’). 
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APPENDICES (i) 


Appendix-I 
Interview Schedule 


For Studying Demographic Characteristics and Socio-Economic Condition of 


the Families with Disabled Children (Objective-1) 


Relation with the Disabled Child : Father/ Mother 
Dates vecesceesieesest 


Section-I: Profile of the Parents with Disabled Children 


Put a tick (V ) mark against the right answer. You can put more than one response 


whenever it is required. 


1. Gender of the Respondent 


a. Male [ b. Female [-— =] 


2. Age 
a.Below 18 yrs[ |] _—+b.18-25 yrs 
c.26-30 yrs [| d. More than 30 yrs 


3. Religion of the respondent 


WU UL 


a. Hinduism = b. Islamism 

c. Sikhism = d. Buddhism 

e. Others [> 24] 

4.Caste 

a. General i =] b. OBC [] 
¢. SC Ell, sa08e = 
5.Locality 

a. Rural ad] b. Urban f= 
c. Semi-urban == d. Slum =] 


6. Distance of the residence from nearest Primary Health Centre (PHC) 
(a) Withint km [L__] b. 2-5 km 


| 
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c. 6-10 km [_]d. More than 10 Km 
7. Marital Status of the Respondent 

a. Widowed [| _ b. Divorced 

c. Awaiting divorce — d. Separated 


8. Respondent’s age at the time of Marriage: 
a. Below 18 yrs 1 b. 18-25 yrs 


c. 26-32 yrs [| d. More than 32 yrs 
9.Type of Marriage 
a. Consganity [ b. Love Marriage 


c.Arranged Marriage[ | _—d. Others 


10.Marital Years 
a. 1-3yrs [| b. 4-6 yrs 
c. 7-10 yrs [_| 4d. More than 10 yrs 


11.Accident/Injury during the Pregnancy of the Disabled Children 


a. Yes = =4 b. No 


12. Blood group of the Parents 
a. Same —| b. Different 


13. Type of the family 
a. Nuclear [__] b. Single parent family 
c. Joint family Loja. Grandparent family 


14. Number of Children in the family 


a. One [ _] b. Two 


c. Three ir 4 d. More than three 


15. No of Siblings in the family 


a. One [| b. Two 


c. Three ie d. More than three 


16. Educational level of the Respondent 
a. Illiterate [__] _ b. Pre-primary 
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WE UU UU Ul Ud 


1 UHUUU UU U 


Cc. 


Primary [ | 


d.Highschool [|] e.Abovehighschool [ | 


17. Course(s) / programme (s) studied or attended by the respondents 
a.‘Importance of Healthy or Positive Life style (Jiban Shaili )’ 
b.Physical education/ Yoga classes 

c.Nursing 

d.Any Vocational training 

e.Any programme in special education 


f.Short-term family-centered workshop for the parents with disabled child 


VUUUUU 


g. None of the above 


18. Occupation 
a. Medical related profession[___] b. Workers [| c. Business 


d. Teachers [ c.Unemployed [p=] 


f 


19. Employment status of the respondent 


a. Full-time [ b. Part time Feil c. Contractual | 


d. Self-employed [-] None of the above L__] 


20 No of earning member in the family 
a. Only father is employed [| b. Only mother is employed[_| 
c. Both father and mother are employed = d. Both are unemployed — 


21. Economic status of the family (as per the Govt schedule) 
a. Extreme poverty level (Antyodaya) [ b. Below poverty line (BPL) [ 


c. Above poverty line (APL ) [-—] d. Others =] 
22.Monthly income of the respondent 
a. Below Rs 2000 [] _ b.Rs 2001-5000 [_]Je. Rs 5001- 10000[_] 


d. Rs 10001-20000 [|_| e. More than Rs 20000 [|__| 


23. Number of Dependent members, if any, other than Disabled child 


a. None | b. One | 
c. Two [| d. More thantwo[__] 
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24. Type of House 
a. Katcha 


b. Pucca =i 
d. Asbetstos | 


c. Semi pucca 


25.Mode of House 
b. Own House [|] —c. Govt. House [__| 
d. Lease = 


a. Rental 


HU UU 


c. Company house 


26.Supporting agencies 
a. Government Agency [| b. NGOs [| c. Neighbours [| 
d. Relatives [| e. None =a 


27. Supply of drinking water 


a. Ordinary wells [ b. Hand pumps [| 
c. Pipe water d. Other sources =s] 


28. Whether affected by scarcity of water 


a. Yes [| b. No i: al 


If yes, then please mention the quality of drinking water with reference to- 


b. Iron [| c. Salind | 


a. fluoresces 

d. Other causes 
29.Habits of the respondent 

a. Smoking ae b. Alcohol [| c. Narcotic L__] 
drugs 


d. None of the above [| 


30. Poor physical /mental health of the family members 


a. Mother of the disabled child [| b. Father of the disabled [|] 
child L 
c. Both mother and father of the disabled child [ | d. None of 

these 
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31..Family problems 

a. Lack of time for the child|___] __b. Alcoholic father[___]c.Quarrel in the 
family [| 

d. Transferable jobs [___] e. None ofthe above[ | 


32.. Financial support comes from 
a. Relatives [|  b.Govtpolicies [|  c. Inheritance 


d. NGO = e. Others sources = =a 


33.Professional support comes from 


a. Medical doctor(s) [___] b. Physiotherapist a || 
d .Psychologist [___] e. Trained teacher in the school [__] 


34. Problems related to the professions 

a. Wrong advice about the child’s condition 

b. Lack of information about childs condition 

c. Negligence on the part of the Hospital at the time of delivery 
d. Unable to maintain regular contact with the doctors due to 


distance and money 


] UUUU 


e. The doctor/nurses were not dedicated to the child 


35. Lack of information regarding 
a. Availability of services [es] b= GE > 
benefits 
c Availability of equipments [| d. Procedure how to maintain a 
disabled child 

[| 


e. Others [ 


36. Lack of facilities 

a. Qualified doctors and medicines 
b. Transport 

c. Hospitals 


UU 


d. Proper healthy diet in the family 
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e. Residential hostels for the special child fe | 
f. Difficulties in admitting the childin the school [| 
g. None of the above = 


37. Treatment of the disabled child is done by 
a. Qualified doctor(s )[ | b. Unauthorised doctor(s) [__. Black 


magicians = 
d. Self-medication za e. No treatment [| 


38. Institutional support comes from 


a. Inclusive School = b. 

Special school [ L | 
c. Child guidance clinic d. NGOs 
e. Guru’s inspiration or religious organisations [ | == 


39. Information regarding the maintenance of a disabled child are collected from 
a. Personal communication with the community members 
b. Professional doctors and therapist 

c. Parents and voluntary organization 

d. Mass Media ( Newspaper/ TV/Radio/ Internet ) 


e. None of the above 


40. The purpose for which information is needed 
a. To enhance management of the child 

b. To help the parents cope emotionally 

c. To be able to access benefits and services. 


e. None of the above 


UU = UUUUE 


Section-II : Profile of the Disabled Children 


1.Sex of the disabled children 


a. Male C_] b. Female C__] 
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2 PIESENt:-A Ge s. sictscicdsanishetscgeah tecseasbevs 
3.Time when disability diagnosed 


a. At the time of birth = b. Before 12month zz 
b. before 12 month = d.after36 month [| 


4.Types of disability 


a. Intellectual Disability | b. Visual Impairment [7 —F 
c. Hearing Impairment = d. Austim Spectrum Disorder (ASD) 


== 


5. Birth order of the disabled child 


a. One [ |b. Two C_|¢ Three [ ld. Four | 
e. More than four = 


6.No of disabled children in the family 


i 


a. One b. Two [_] c. Three [_] d. More than three [| 
7.Educational level of the disabled child... eee cceceseceeeeeeteeeneees 
8.Causes of disability (see medical prescription).............ccceeeeseeeteees 


9.Additional handicap 


= [ 


a. Yes b. No 


10.Behavioural problems 


= =i 


a. Yes 


11.Attending services 


a. Attending [| ~—+b. Notattending[ —_ 


12. Disabled Child living with 


[ L_] 


a. Parents b. Relatives house c. Siblings 


d. school hostel or outside the home 
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Appendix-Il 
Questionnaire for Assessing Parental Stress (72 items) 


Instructions: Read the statements carefully and put the exact numerical value 


at the left sight against your right choices as mentioned below: 


1 2 3 4 5 
Strongly agree Agree Notsure Disagree Strongly disagree 


wonn-nn-- 1. If I compare my son (daughter) to most of the other kids, I find that he 


had 

difficulty focusing his attention. 
won-n---- 2.when my child asks for something, he usually continues in his attempts 
to 

get what he wants.S 
w-nn----- 3. My son (daughter) remains mostly for more than ten minutes playing 
with a 

game. 
--------- 4.My son (daughter) shows upset and excessive resistance when wearing 
his 


clothes or taking a bath. 

wonnnnae- 5. My son (daughter) is active to the extent of overwhelming me. 

won-n---- 6.My son (daughter) is easily distractible away from thing he is doing. 

n-n------ 7. It seems my son (daughter) is easily to get distracted. 

w-n------ 8.1 feel that my child always in a hurry mood. 

n-nn----- 9. When I do something for my son (daughter), I feel that my efforts are not 
appreciated. 

n------- 10.1 feel most of the time that my son (daughter) loves me and wants to be 
close to me. 

n-nn----- 11. It is rare that my son (daughter) do things to introduce pleasure or 
satisfaction for me. 

wonn----- 12. It’s apparent that my child’s screaming and fussing is more often than 


most children 
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teeeee 13. I feel that my son (my daughter) moody and it is easy to become 
anxious. 
14. My son (daughter)’s screaming and raves: (select any one) 
wonn----- ¢ much less than I expected 
eaneeeeaee * Less than I expected 
peecee ses ¢ much as I was expecting 
Sone ¢ much more than I expected 
w--------- ¢ This seems to be mostly a case going on with him 
15. Which of the following describes your child’s best: (select any one) 
--------- ¢ mostly he/she likes to play with me 
--------- * In some cases, he/she likes to play with me 
--------- * usually does not like to play with me 
eesasnie * Mostly does not like to play with me 
eee ass 16.1 think that my son (daughter) is not smiling very much unlike most 
children. 
eee 17. My son (daughter) does some things that bother me much 
--------- 18. It seems my son (daughter) is a little bit different from what I expected 


and 
this is something that bothers me sometimes 
--------- 19. I think that my son (daughter) doesn’t learn quickly unlike most 
children. 
n-nn----- 20. My son (daughter) does not have the ability to work as much as I 
had expected 
w-n----- 21. To build a system in sleep or eating for my son (daughter) was much 
harder than I expected 
-------- 22.When something my son (daughter) doesn’t like happens, he/she has a 
very 


strong reaction. 
w------- 23. My son (daughter) faces many difficulties in adapting to the changes that 
occur around him/her more than most kids 
w------- 24. My son (daughter) easily notice high sounds and bright lights, and 
respond to them more than necessary 
-------- 25. My son (daughter) became annoyed for the simplest things 
w------- 26. I have found that when I ask my son (daughter) to do something or 
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stop doing something, this demand is: 
a------- more difficult than I expected 
w------- difficult somehow than I expected 
n------- difficult as I was expecting 
wan nnn n= a little bit easier than I expected 
-------- much easier than I expect. 

(select any one and put the value) 
--------- 27. It is difficult for my son (daughter) to get used to the new things and it 
takes him a 

long time. 
n-n------ 28. The presence of my son (daughter) with other people is usually a big 
problem. 
w-n------- 29. My son (daughter) imposes demands on me more than most of other 
children. 
w-nnn--- 30. My son (daughter) does some things or acts that cause a lot of distress 
and anxiety for 

me. 
w-nn=--- 31. My son (daughter) is exposed more health problems than I expected. 
-------- 32. My son (daughter) became a trouble for me more than I expected. 
-------- 33. It seems that care of my son (daughter) is much more difficult than most 
children. 
w------- 34. My son (daughter) is always attached to me. 
35. When my son (daughter) screams, it usually takes( select any one items) 
--------- a. less than two minutes. 
--------- b. From 2 to less than 5 minutes. 
--------- e. From 5 to less than 10 minutes. 
--------- d. from 10 to less than 15 minutes. 
-------- -e. more than 15 minutes. 
wonnn-n-= 36. The older my son (daughter) and the more he/she becomes dependent 
on him/herself, I find myself more concerned that he/she will be exposed to harm 
or fall in a problem. 
wonan--- 37. [have a lot of problems related to raising children more than I expected 
w------- 38. I cannot make decisions without help. 


wonnn == 39. has lot of problems related to raising children more than I expected. 
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~------- 40. I feel my competence when I take care of my son (daughter) 

-------- 41. When my son (daughter) was diagnosed with this disease, I was in doubt 
about my ability to perform my duties and my obligations as a mother (or father) 
-------- 42. It takes long time from parents to have the feelings of warmth and 
tenderness towards their children 


43. To what extent is it easy for you to understand what your child wants or needs 


n------- d. Very difficult 
------- e. I cannot usually understand or I identify what problem he is facing 
wn-nn---- 44 I expected to have feelings of warmth and tenderness towards my son 
more than I have and this is annoying me 
n-n---- 45. My son wants and needs me more than what he wants or needs from 
other people. 
-------- 46. Sometimes my son do things bothering me because I feel as if I’m just a 
way or instrument for him. 
-------- 47. I find myself gave a lot of my life to meet the needs of my children more 
than I expected. 
-------- 48. It is difficult to find a place in our house where I can be alone with 
myself. 
-------- 49. I feel like I impasse because of my responsibilities as a mother (father). 
~------- 50. Since I gave birth to my son (daughter), I became unable to do new and 
diverse things. 
--------- 51. Since my child was diagnosed with this disease, I feel in most cases that 
Iam unable to 

work on the things which I like to do. 
w------- 52. One month after my son was diagnosed with the disease, I noticed that I 
felt sad and 

depressed more than I expected. 
-------- 53.When I look at myself as a mother (father), I mostly have a sense of guilt 
or feeling bad 


about myself. 
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w------- 54. When my son acts improperly or overly induces a state of agitation or 
chaos, I feel my 

responsibility for that. As if I did not do anything properly. 
w------- 55. There are a few things that make me feel worried about my life. 
~------ 56. I often feel guilty about the way I feel about my son. 
n------- 57. I felt sadness and depression more than I expected after knowing my 
son's disease. 
einen 58. I feel guilty when I get angry of my son and that's what bothers me. 
~------- 59. I've noticed that since my son was diagnosed with the disease, my 
husband (wife) does 

not give me help as much as I expected. 
wonnn-n-- 60. The presence of children had increased the cost of living more than | 
expected. 
--------- 61.Since my son was diagnosed with the disease, I and my husband (wife) 
became no 

longer share together in doing many things. 
--------- 62.. Since my son was diagnosed with the disease, I and my husband (wife) 
became no 

longer spend a lot of time with each other in contrary to what I expected. 
--------- 63.1 lost my interest in sex since my son s was diagnosed with the disease 
n-n------ 64.. As a sequel of my son’s diseases problems happened in my relationship 
with my 

husband (wife) more than I expected 
wonn----- 65. When I go to a party, I usually expect that I will not rejoice. 
~-------- 66. I feel lonely and without friends. 
w--------- 67. When I have problems with the care of my son I can resort to some 
people for help or 

advice. 
--------- 68-since I had children, the chance to see my friends and to make new 
friends declined. 
n-------- 69.1 feel that people who are in my age do not like my company in 
particular. 
w-nn----- 70. During the past six months, my health was more affected than usual or I 


had more aches and pains than I have under normal circumstances. 
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n-nn----- 71.The existence of a child I have, led to changes in my sleep system. 
72. Since my son was diagnosed with the disease: 

w--------- a. I became significantly ill. 

w--------- b. I never felt that my health is good. 

w--------- c.. I didn’t notice any changes in my health. 


won nnnn=- d.I feel that my health is good most of the time. 
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Appendix —III 


Questionnaire for Evaluating Family Adaptability and Cohesion 


Instruction: Describe your Family now and put the numerical values as shown 


below: 

1 2 3 4 ) 
Almost never Once in a while Sometimes Frequently Almost 
always 


wenecnnnne- 1.My family members ask each other for help. 
wo--------- 2.In solving problems, the children’s suggestions are followed. 
pastas 3.We approve of each other’s friends. 
Ba Cesena 4.Children have a say in their discipline. 
re enae somes 5.We like to do things with just our immediate family. 
eee eae 6.Different persons act as leaders in our family. 
eae eee 7.Family members feel closer to other family members than to people 
outside family. 
sess 8.Our family changes its way of handling tasks. 
wecennnnn = 9.Family members like to spend free time with each others. 
wececnnen n= 10.Parent(s) and children discuss punishment together. 
w--------- 11.Family members feel very close to each other. 
Soa sels 12.The children make the decisions in our family. 
w---------- 13.When our family gets together for activities ,everybody is present. 
peste ss 14.Rules change in our family. a.Almost never 
wecennnen n= 15.We can easily think of things to do together as a family. 


wonn------- 16.We shift household responsibilities from person to person. 
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wonn------- 17.Family members consult other family members on their decisions 
wonn------- 18.It is hard to identify the leader(s) in our family. 
wonn------- 19.Family togetherness is very important. 


wn-------- 20.It is hard to tell who does which household chores . 
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Appendix-IV 
Interview Schedule for Assessing Parental Support System 


Instructions to the Data Collector: If the Parents used or not used the following 
social support system as a source of support in rearing their children in the last 3 
to 6 months, then put the “v’ marks as per their degree of affirmation or negation. 
This Interview Schedule has two sub-domain: Helpfulness of the network(Qs No- 
1- 7) and Size of Network( Qs.No.8-13) 

Scoring system: 5=Strongly Agree , 4= Agree , 3=Undecided , 2= 
Disagree, 1=Strongly Disagree 


1.My spouse or partner’s parents are available to help me. 

2. My relatives/kin help me anything. 

3. My family member are always sympathetic towards me and my children. 

3 My friends are always cooperative. 

4.Other parents/Parents Groups are always supportive to solve my problems. 
5.Co-workers help me anything. 

6.Social groups/clubs provides enough social capital regarding the treatment and 
/vocational training of my children. 

7.Child’s physician are always cooperative to solve my personal problems. 

8.Early childhood intervention programme are always available. 

9.School/day-care center are always available. 

10.Professional helpers (social workers, therapists, teachers, etc.) are available. 
11.Professional agencies (public health, social services, mental health, etc. are 
available. 

12. always maintain mutual trust and cohesion with my neighbourhood. 

13. Social support in rearing my children are also available from outside the state 


or foreign countries. 
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Appendix-V 


Tools for Conducting Case study of the Parents with Disabled children ( A-C) 


Interview Guide for Parents 


A. Checklist about demographic and socio-economic conditions of the Parents 
with disabled children 

1.Educational level Number of family 
2. Occupation Number of children 

3.Sex Health records 
4.Age 
5.Is there any other disabled child 
6.Religion 
7.Age of the disabled child 

8.Health records of the disabled child 
9. Date he/she first identified as disabled children 


B. Questionnaire for the Parents with disabled children to identify the 


Parental initiate reaction after diagnosing the disability in the child 


1.How did you feel when you first know your child is disabled ? 

2.What did you do? 

3. What medical treatment did your child get? 

4.If you did, please specify? 

5. What is the reaction of your relatives and neighbours after the identification of 
your disabled children? 

6. What do you think about the cause of your child's disability ? 

7. Is there any negative impact your child's disability caused upon your social life? 
Could mention them? For example in work places, social activities, etc. ,in your 
neighbour-hood , in your relationship to kinships. 

8. How did they use to react/say about the child’s disability ? 


9.Did relatives and neighbours use to visit your child when the problem occurred? 


C. Checklist for Parents with disabled children to find their anxiety symptoms 
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1.Restlessness or feeling wound-up 

2.Being easily fatigued 

3.Difficulty concentrating or having their minds go blank 

4 Irritability 

5.Muscle tension 

6.Difficulty controlling the worry 

7.Sleep problems (difficulty falling or staying asleep or restless, unsatisfying sleep) 
8.Tension headache 

9.Chronic constipation 

10.Abdominal pain/burning sensation/ nausea /vomiting 

11.Premature ejaculation/ Impotency 

12.Sudden periods of intense fear about palpitations, pounding heart, or accelerated 
heart rate 

13.Fear about sensations of shortness of breath 

14.Fear about smothering, or choking 

15.Fear about feeling of impending doom. 

16.Intense worries about when the next attack will happen 

17.Fear or avoidance of places where panic attacks have occurred in the past 
18.Feeling highly anxious about being with other people and having a hard time 
talking to them 

19.Feeling very self-conscious in front of other people and worried about feeling 
humiliated, embarrassed, or rejected, or fearful of offending others 

20.Being very afraid that other people will judge them 

21.Worrying for days or weeks before an event where other people will be 
22.Staying away from places where there are other people 

23.Having a hard time making friends and keeping friends 

24.Blushing, sweating, or trembling around other people 

25.Feeling nauseous or sick to your stomach when other people are around 
26.Shyness, or behavioural inhibition since childhood. 

27.Having few economic resources 

28.Being divorced or widowed 

29.Exposure to stressful life events in childhood and adulthood 

30.Anxiety disorders in close biological relatives 


31.Parental history of mental disorders 
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32.Elevated afternoon cortisol levels in the saliva 


Appendix-VI 
Checklist for Parents with Disabled Children to Find Their Depressive 
Symptoms 
1.Major depression/Clinical Depression : 


A. Mood 

1.Loss of interest or pleasure in all activities (called Anhedonia). 

2.Intense feeling of guilt almost every day. (called Delusions) 

3.Mood swings or sadness 

4. Hopelessness 

5.Apathy 

6.General discontent 

7. Extreme irritability, like snapping at friends and family , or being annoyed at small 


things. 


B. Sleep 
8.Early awakening 
9.Excess sleepiness during day time 


10.Insomnia ,or restless sleep 
C. Whole body 


11.Excessive hunger 

12.Loss of appetite 

13.Fatigue (loss of energy)and lack of alertness almost every day 
14.Restlessness 

15.Physical pain (Back pain, joint pain, and limb pain) 


16.Feeling of heaviness in your arms and legs 
D. Cognitive 


17.Lack of concentration on daily works 
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18.Slowness in activity 
19. Thoughts of suicide 
20.Get frustrated, impatient, or angry often. 


21.Do not accept compliments well (over sensitive to criticism) 
E.Weight 


22.Big changes in Weight loss (a change of more than 5% of body weight in a 
month) 

23.Big changes in weight gain. 

F.Also common 

24.Repeatedly going over thoughts 

25.Decline in personal grooming or hygine in self-care routine. (If you find that 
you’re not showering regularly/ brushing your hair/practicing proper oral hygiene 
/wearing clean clothes/or struggling to even get out of bed in the morning etc) 
26.Drink more alcohol than usual 

27.Trouble making decisions (called Indecisiveness). 

28.Decreased sex drive 

29.Use negative, hopeless language. 

30.Do not take risks. 

31.Outburst of complaining or shouting. 

32.Suffering from Constipation regularly. 

33.Worried about having a serious illness (Hypochondria) 

34.May be hard to talk to 

35.Paranoia (wrongly believing that others are trying to harm you) 

36.The above symptoms (1-30)are experienced most days and last for at least two 


weeks 
G. Dysthylamia (low-grade persistent depression) 


37.Most of the above symptoms (1-30 )affect you less severe but laste for two years 
or longer. 


H. Treatment-Resistant Depression 


38. Treatment failed to make you feel better. 


39.Treatment helped a bit, but you still don’t feel like your old self 
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40.The side effects of your medication been hard to handle 


Appendix -VII 
Demographic Characteristics Of The Pilot Form Of Coping Mechanism Scale 
For Parents Having Differently Abled Children (N=100) 


No of Sample Included (as per response) 


1.Gender (n=100) 
Male 50 
Female 50 


2.Category of parents (n=100) 
Parents with MR 50 
Parents with VI 50 


3.Work experience (n= 98) 
No experience 30 
One year 10 


More than one year 58 


4.Educational qualification (n=100) 
Elementary 15 


M.P 30 
HS. 30 
Above HLS. 17 


Illiterate 8 
5.Type of residing area of the parents (n=96) 


Urban 60 
Slum 30 
Others 6 


6. Economic condition of the parents (n=96) 
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Rich 6 

Middle class 60 
Upper middle class 10 
Poor 14 


Extremely poor 6 


Appendix-VIII 


Questionnaire For Assessing Useful Coping Mechanism Of The 


Parents With Disabled Children 


Instructions to the Parents with differently abled children: Below mentioned 
some ways that you have already been applying in your daily life in rearing your 
disabled child. Read the statements carefully and select an appropriate decision 
against each the five point scale (Strongly agree, agree, not decided, disagree and 


strongly disagree). 
Wishful Thinking 


1.I hope that problem of my disabled child will sort itself out. 


2.1 don’t expect new Medication will minimize the problems of my disabled child. 
Improve Relationships 


3. Spending more time with my husband (wife) removes difficulties in my family 
life, 

4.1 spend more time with boy-friend(girl-friend). 

5.Spending more time with my disabled child makes him/her happy. 

6.1 am always trying to control the mental pressure of my partner. 

7. I don’t get sufficient love and affection from my partner like before. 

8.I never used to talk to or visit with a friend/ neighbour. 

Logical Analysis 

9. I think about how I am much better off than other people with similar 
problems. 


10. IL are trying to step back from the situation and be more objective. 
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11. I never try to anticipate the new demands that will be placed on you. 
Passive Appraisal 


12.] altered the goal and values of my life. 


13.1 am not playing a humorous episode/talk in front of people. 
Seek Spiritual Support 


14.I pray to God for help and guidance so that everything will be all right. 
15.I pray to Guru or any other religious persons to overcome difficulties in my life. 


16. never consult with an astrologist and taking remedies for mal affected planets. 
Self-Efficacy/ Protect the Self 


17.I attempt to construct self-talk. 

18. Ihave past experiences in rearing a child with disability. 

19.I never see someone similar to me succeed in rearing their disabled child. 
20.The doctor/ relatives encourages me always and telling me : ‘ You can do it . 
We have confidence in you.’(Verbal Persuasion) 
21.1 gather a positive sensation through a speech made by a person( doctor/ 
therapist/ resource persons) in front of a large group of people. ( Physiological 
feedback/emotional arousal). 


22.J never educate myself or others about the disability. 
Self-Controlling / Controllability 


23. I never control every works efficiently. 

24. calm down enough to take an action. 

25.] have enough confident and autonomy that I could tackle efficiently with 
unexpected events. 

26.I control over Technology (eg. forwarding emails, receiving mobile call, pick up 


the children myself by car etc.) 
Positive Reappraisal/ Focus on the Positive 


27.J maintain a positive and cheerful outlook on the current situation. 


28.1 don’t look on the bright side of the things. 
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29.1 believe that God is testing me with this challenge. 


30.1 don’t think about how this event could change my life in a positive way. 
Seek Relaxing Diversions 


31.I never find a way to make romance with my spouse. 
32.I never find a way to relax in listening or playing music 
33.] relax in reading a book. 

34.I relax in watching Television. 


35.] used to gossip with other people in order to forget my difficulties in life. 
Confrontive Coping 


36.To alter the situation, I used to aggressive efforts such as shouting. 
37.When I am angry, I did not slam and kick someone before blaming myself / my 


spouse / my bad luck. 
Distancing 


38.1 keep my feelings to myself and never expose it to anyone. 

39... am now avoiding people or any social activity with whom previously attached 
to. 

40.] intentionally delay in doing a task ( eg. reading the newspaper, turning on the 
TV, shining shoes etc.) so that I can detach myself and minimize the importance 


of situations. 
Reframing (Positive) 


41.J never look at my situation with fresh eyes. 
42.1 look for what can change me. 


43.I never look for benefits of the situation. 
Conflict Resolution 


44. can communicate in difficult situations without threatening, frightening, or 
punishing others. 
45.Remaining calm, I can manage any difficult situation. 


46.I have no ability to seek compromise and avoid punishing. 
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Seeking Alternative Reward 


47.J never try to help others deal with a similar problem. 
48.I never get involved in new activities. 


49 J try to make new friends. 
Escape Avoidance 


50.I avoid relationship or social activities to hide my curse. 


51.I fear commitment due to a fear of rejection from the society. 
Dwell on the Negative 


52.] am now focusing on the negative attitude of my spouse. 


53.I used to pay attention to the bad in people, situation and events. 
Self-Blame 


54. I blame my past life as I could control the changeable situation. 
55.I see myself as responsible for the concern or worry. 


56. Iam the type of person that take advantages of my family. 
Perceived Control 


57.1 can change this situation with my actions. 
58.I can’t change my actions to make a healthy future. 


59.Stress in my life gives me new meaning and I face the reality. 


Worry 
60.1 worry about what is happening 
61. I worry about what may happen in the future. 


Active Avoidance 


62.1 avoid my duty , depending upon other(s) to maintain the like skills of my 
disabled child. 

63.1 don’t provide any monetary support to maintain my disabled child. 

64.1 totally detach from my family so that I can freely live in a hassle free 


situation. 
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Tension Reduction/ Emotional Discharge 


65.I never use self-medicated drugs to control my frustration in rearing a disabled 
child. 
66.I release pressure by taking alcohol or cigarettes. 


67.1 used to cry to let my feelings out. 
Restraint Coping /Focus on Solving the Problem 


68.I always focus on the problem of rearing a disabled child only. 
69.I work at solving the problem of my disabled child to the best of my ability. 
70.1 never utilise effective planning before reaching the solutions. 


71.1 never taking any problem seriously. 
Seek Professional help 


72.I never discuss the problem with qualified people in the locality. 
73. 1am seeking consultation with a professional adviser such as a counsellor. 
74.1 am seeking consultation with a professional advisor such as special teacher. 


75. never seeking consultation with a specialist doctor. 


Social Action 
76.I never join with people who have the same concern. 
77.1 have been organising an activity such as meeting or rally. 


78.1 am enlisting support by writing a petition. 
Information Seeking 


79.J have collected information collected from therapy session. 

80.I have not collected information from technology or mass media (mobile, T.V., 
Internet, newspaper etc.) 

81.1 have collected Information from parents with similar types of disabled 
children. 

82.I never collected information from doctors. 


83. Ihave collected information from Teachers in School. 


Work Hard and Achieve 
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84. keep up with hard work and commitment as required. 
85. I have an ambition (achieve well) 


86.I never believe in industry. 
Physical Recreation/Biology Focussed Coping 


87.1 am still now playing sports and keeping fit. 

88.1 used to morning /evening walk. 

89. I never use mindfulness meditation /deep breathing/yoga that lower my 
respiration rates and tension. 

90. I am trying to change in behavior such as focusing on a healthy diet, getting 


exercise and enough sleep. 
Transformation /Positive Reinterpretation and Growth 


91. I view the problem in a more favourite light. 

92.1 have increased engagement in religious activities after the diagnosis of my 
child with disability. 

93.I never believe that my life has been radically changed after the birth of my 
disabled child. 


Institution Based Coping 


94. I believe that Inclusive School environment is more efficient to develop social 
skills in my disabled child. 

95.I believe that Special School rather than Inclusive School Environment is more 
effective to tackle the individual problems of my disabled child. 


96.1 never focus on Vocational skills in my disabled child rather than general 
Schooling. 


Appendix -IX 
Demographic Statistics For Constructing DMSP: Sample (NV = 200) 


Demographic Variable n 
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1.Gender of Parents 
Female 


Male 


2.Cultural Background 


Bengali 

Bihari 

3.Religious Affiliation 
Hindu 

Muslim 

Others 

4.Marital Status 
Married 
Separated/Divorced 
Widowed 
5.Employment Status 
Homemaker 
Unemployed 

Full Time Service 
Part time 
6.Educational status 
H.S.and above 

M.P. 


Elementary Education 


190 
160 
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Appendix-X 
Defense Mechanism Scale for Parents (DMSP) 


Name: Age: Sex: 


Male/Female Date: 


Instructions: The following questionnaire covers 16 parameters of defence 
mechanism that is an unconscious process to give temporary relief in stressful 
situation in the parents with differently abled children. Please respond to each item 
by giving a tick mark (V)against the correct symptoms. For Question No 1 to 75 
each item on the measure is rated on a 5-point scale (O= Strongly Disagree , 1= 
Disgree, 2= Not sure , 3=Agree , 4 =Strongly Disagree). 
1.1 falsely belief that another person, group of people, or external force controls 
my 
general thoughts and feelings. 
2. [have a false belief that my spouse is having an affair. 
3. I believe that we are a powerful deity. 
4. Though I’m habitually rude towards my children, yet I constantly accuse other 
people of being rude. 
5. I suspect my spouse of infidelity. 
6. I accuses another of harbouring hostile thoughts. 
7. The fact is you need help and you are starting to realize it. 
8. It is hard for any man or woman to admit they are not in control and they need 
help. 
9. Most of the time my spouse gets to blame on others in controlling my emotional 
turmoil. 
10. My partner loved me too much previously, now his/her behaviour is rough and 
horrible. 
11. I think of marriage life as a world of entirely bad thing and of unmarried life as 
a 
world of entirely good thing. 
12.When things go wrong, you always feel horribly “cheated,” “betrayed,” or 
“screwed over” 


13.1 engage in actions rather than reflecting upon internal feelings. 
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14. I dislike any person seeks to cause actual harm to us. 
15. I give in to my desire for alcohol or drugs. 
16.When the doctor declared that my child is suffering from chronic diseases, I 
could 
not believe it. 
17.1 having an affair does not think about pregnancy or sexually transmitted 
diseases. 
18. I falsely say: ‘I am fine and no help is needed for my child.’ 
19.I always daydream of unlimited success or complete recovery of the problem. 
20.I make an eccentric speech to overcome my stress. 
21.All members in my family maintain a perfect life ( ignoring their habits 
and 
rough background). 
22. I buy so many things ignoring the fact that it is uncomfortable. 
23.1 view people as all good. 
24.1 begin my speech frequently exclaiming "Ridiculous!" 
25.1 internalize the beliefs of other people without thought. 
26.Peoples views don’t affect my personal integrity or morality. 
27..Projective Identification 
28.1 believe something false about another. 
29.1 go on believing that my child can follow me. 
30.The relationship between my child and I is so close that no one can destroy it. 
31.1 feel pain all over my body if I think of the future of my child. 
32.My illness is because of my child. 
33.] anxiety greatly reduced if I engage in works. 
34. I purposely and repeatedly make excuses to avoid my daily task. 
35.Sometimes I look angry looks towards my spouse and children. 
36. I refuse to answer a question of my spouse and neighbour. 
37.When my partner rebuke me, I don’t protest it but torture my children both 
physically and mentally. 
38.The boss/someone gets angry and shouts at me. I go home and shout at my wife 
39.I may yell at my child because I am angry with the behaviour of my spouse. 
40.1 feel that people are automated and inhuman. 


41. I can’t remember personally-relevant events. 
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42.J temporary modify myself in order to avoid emotional stress. 

43.I construct elaborate logical explanations for my spouse’s misbehaviours. 

44.J avoid unacceptable emotions by focusing on the intellectual aspects. 

45.J maintain distance myself from bad feelings. 

46.His love is not flexible. 

47.Although the feelings of hate towards another person make me anxious, I can 
facilitate the flow of love to conceal the hostility. 

48.I want what I fear. 

49.Although abused by the society I have no recollection of the events, but has 

trouble forming relationships. 

50.I remember the past with a rosy glow and constantly repeats mistakes. 

51.I have a phobia of spiders but cannot remember the first time I was afraid of 

them. 

52.1 avoid social interaction due to shame or depression. 

53.I spend extended periods of time alone. 

54.1 lack professional relationships. 

55.I punish my child and say that it is for the child's 'own good". 

56.I tell a passer-by that I have recently been ill. 

57.1 explain my religious beliefs as 'God's will’. 

58.Sometimes I behave just like a child (i.e. eating meals that a child may favour , 
watching old films or cartoons, acting without thought for the consequences of 
their actions etc.). 

59.1 suffer a mental breakdown assume a fatal position, rocking and crying. 

60.After the child birth , I begin wetting the bed. 

61.1 pay attention to my neighbour that their economic condition is worse than our 
situation. 

62.1 really feel sympathy to my friend’s family troubles. 

63.My child is fortunate than majority of children, suffering from disabilities. 

64.Self-sacrifice is essential for removing the problems in society. 

65.1 offer alms to disabled children. 

66. I motivate myself to increase my own welfare. 

67.1 think realistic planning should be helpful in minimising future discomfort. 

68. think proper planning solves any stressful situation in life. 


69.1 feel excitement in any topic. 
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70.Playing games / story telling help me to control my aggression and make me 
free from tension. 

71.Working load in the office control my unpleasant behaviour. 

72.When I am angry, I go out . 

73.When I am attempting to quit smoking, I may dream about themselves smoking 
a cigarette. 

74.1 am engaging in studying in order to suppress my bad feeling. 

75.] have to delay paying attention to a thought, emotion, or need in order to cope 


with the present reality. 


Appendix-XI 


Emotion Regulation Questionnaire (ERQ) 


Instructions and Items: We would like to ask you some questions about your 
emotional life, in particular, how you control (that is, regulate and manage) your 
emotions. The questions below involve two distinct aspects of your emotional life. 
One is your emotional experience, or what you feel like inside. The other is your 
emotional expression, or how you show your emotions in the way you talk, 
gesture, or behave. Although some of the following questions may seem similar to 
one another, they differ in important ways. For each item, please answer using the 


following scale: 1 2 3 45 6 7 strongly disagree neutral strongly agree. 


Scoring: Items 1, 3, 5, 7, 8, 10 make up the Cognitive Reappraisal facet. 


Items 2, 4, 6, 9 make up the Expressive Suppression facet. Scoring is kept 

continuous. 

Each facet’s scoring is kept separate. 

1. When I want to feel more positive emotion (such as joy or amusement), I 
change what I’m thinking about. 

2.___ I keep my emotions to myself. 

3. When I want to feel less negative emotion (such as sadness or anger), I 
change what I’m thinking about. 


4. When I am feeling positive emotions, I am careful not to express them. Self 
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Report Measures for Love and Compassion Research: Personal Growth and 
Positive Emotions 

5. ___ When I’m faced with a stressful situation, I make myself think about it in a 
way that helps me stay calm. 

6. __ I control my emotions by not expressing them. 

7. ___ When I want to feel more positive emotion, I change the way I’m thinking 


about the situation. 


8. __ I control my emotions by changing the way I think about the situation I’m 
in. 

9. __ When I am feeling negative emotions, I make sure not to express them. 
10.____ When I want to feel less negative emotion, I change the way I’m thinking 


about the situation. 
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CHAPTER- VII 
7.0: EDUCATIONAL IMPLICATION, CONCLUSION, 
AND SUGGESTIONS 


7.1; Educational Implication Of The Study 


The educational implication of the study can be evaluated at three levels. At the 
first place, the practitioners who work with families of Children with disabilities 
need to be aware of the Coping Mechanism of the Parents in order to minimise 
their stress levels. There is an urge for practical measure of coping as most of the 
coping scales don’t thoroughly measure their coping strategies in raising a Child 
with disabilities. Cultural variance is also another factor that minimises the 
usability and reliability of the so-called coping scales of the Parents with Disabled 
Children in our local setting. The result of the study indicates that the present self- 
reported coping scale for Parents with Disabled Children utilised in the study is an 
effective instrument for measuring the various types of coping styles in the Parents 
with Disabled Children. Its validity and reliability were established cautiously. It 
includes 29 parameters selected from the reliable literature as well as from the 
local socio-cultural settings making it a useful tool both in identifying Parents at 
risk of poor coping outcomes and evaluating the impact of coping styles for 


Parents with Disabled Children. 


The second level of practical implication of the study is related to the association 
between coping and Parental stress in the Parents with Disabled Children. The 
findings of the study are consistent with other studies in that Active Avoidance 
Coping appears to be maladaptive (indicating more stress for Parents with Disabled 
Children) and positive approaches to coping style can be recognised as adaptive 
strategy (indicating less stress for Parents With Disabled Children). The 
practitioners should invite the Parents to identify and list specific stressors that 


give them trouble in raising their Children with Disabilities. 


Some of the most frequently predictors of Parental stress as revealed in the study 
are: worry about the future of the Disabled Children; Parents’ guilt; Parents’ 
perception that other people think they may be the cause of the problem; difficult 
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behaviour of Disabled Children; feeling a need to protect their Child; increased 
financial burden; finding competent professional services. Both the practitioner as 
well as Parents of the Children with Disabilities need to be aware of their Parenting 
stress, its sources of origin and nature of the stress (i.e. primarily internal, external, 


or physiological). 


The third level of practical implication of the study is that the knowledge of these 
coping strategies can be utilised in intervention programme for the Parents with 
Disabled Children. Intervention programme for the Parents’ with Disabled 
Children should focus on reducing Parents use of Avoidant Coping and increasing 
their use of Positive Coping by enhancing their positive perception. As revealed in 
the study, Emotional-Focused Coping as well as Occupation and Institution based 
Coping (OIBC) Mechanism are much helpful for the Parents with Disabled 
Children, practitioners working in the field should try to develop more strategies in 
order to help the Parents in raising their Disabled Children. As gender difference is 
found between Fathers and Mothers of the Disabled Children with respect to their 
level of stress and use of coping mechanism, Parents should be guided as per their 


mental ability and choice of interest. 


With reference to socio-cultural consideration, we need to think deeply about the 
perception of the Parents about their Children’s disability, and especially the cause 
of the disability in their Children and the way these perception affect the stress 
level they have and coping mechanism they used. Family conflicts may increase in 
the absence of a clear understanding about the cause of disability as well as 
ineffective utilisation these coping strategies. In our Indian context, Mothers of the 
Disabled Children are falsely blamed for giving birth a Disabled Child. As result, 
they generally tend to accept disability and use Emotion-Focused Coping 
Mechanism to minimise their stress and anxiety. On the other hand, Fathers 
recognise the ‘disability’ in their Children as family problem that could be solved 
with the help of some persevered efforts. In addition, gender difference in stress as 
well as in coping strategies, as revealed in the study, can help us in understanding a 


clear picture of the Parental perception in raising Children with disabilities. 


7.1.2: Educational Implication Of The Study By Assessing The Proposed 


Conceptual Framework 
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Across the literature, it is evident that Mothers of the Child with disabilities 
scoring higher than Fathers in the following areas: Planning, Seeking Instrumental 
Social Support, Seeking Emotional Social Support, Suppression of Competing 
Activities, Turning to Religion, Focus On and Venting of Emotions, Improve 
Relationship, Transformation, Seek Alternative Reward, Positive Reframing etc. 
Mothers of the Children with disabilities actively seek support and focus on the 
problem, vis-a-vis, Fathers of the Children with disabilities still have not come to 
terms with it, do not want to think about it and are avoiding the issue. Mothers of 
the Children with disabilities demand high levels of support because they feel 
vulnerable whereas Fathers are comfortable in their role as provider of support 
rather than support seeker. This findings supports Pleck's ( 1985, 1995) Gender 
Role Strain paradigm. However, this findings are contradictory to the results of the 
Carver's inventory claiming denial and mental or behavioural disengagement are 
the sources of gender differences. Again Mothers of the Children with disabilities 
are recorded higher scores than their husbands. Therefore, Null Hypothesis is 
rejected and gender differences are found in coping strategies used by Mothers 
and Fathers of the Children with disabilities. This findings supports the 
assumptions of Pollack's (1995) study also. 


Support for the use of alcohol as a gender relating coping mechanism is also found 
as mentioned previously by Pleck's theory. This result may also reflect a change in 
drinking habits of males or females of the Children with disabilities. It is worth 
noting that many participants, especially Mothers of the Children with disabilities 
do not score minimum marks and it may be that gender differences appear for all. 
Many male as well as female respondents informed that they have more 


responsibilities and perhaps less free time and money to addict in alcohol 


Pleck’s Gender Role Strain (GRS, 1985) paradigm suggests that masculine cultural 
standards have negative effects in raising their Parental roles. Gender Role 
Discrepancy hypothises failure to fulfil male role expectations. This leads to lower 
level of self esteem and psychological abnormality in the Parents. The socialisation 
process itself is also become problematic creating Gender Role Trauma among the 
Parents. Even those individuals who fulfil the male role subsequently have 


negative psychological consequences such as ‘low levels of family participation’. 
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This is an example of Gender Role Dysfunction. Pleck (1985) claims that Fathers 
feel the need to prove their masculinity in a way that does not have a parallel in 
Mothers needing to prove their femininity (Gilmore, 1990). This is criticised by 
feminist psychologists concerning issues of motherhood and physical appearance, 
however it is hard to find a factorial conception of the female role similar 
to Brannon and David's (1976) four factors of the male role : (a) No sissy stuff 
(b)The big wheel (c) Sturdy oak (d) and 'give them hell’. Interestingly, their third 
factor (Sturdy oak) is a phrase that is exactly matched in Herbert's (1995) study of 
Fathers' responses to having a child with Down syndrome. The Fathers consistently 
report that their main role is that of supporting their partners. Thus Pleck's GRS 
theory rightly upholds that Fathers react differently to their spouses in certain 
situations and the consequences of this behaviour would also differ. In particular 
following the birth of a Child with disabilities, Parents' coping mechanisms and the 
psychological consequences of these mechanisms, will be directly and indirectly 


controlled by gender and might be in line with the GRS model. 


7.1.3: Educational Implication Of The Study By Developing An Appropriate 
Coping Model For The Parents With Disabled Children 


The proposed theoretical model theorizes the undefined relationship between the 
Coping Mechanism of the Parents raising Children with disability and the Parental 
stress phenomenon. The findings of the current study as well as Parental stress 
literature provides enough evidence that stress has negative influence on Parenting 
process. With the theoretical model of Coping Mechanism of the Parents with 
Disabled Children we go beyond the traditional investigations of Coping 
Mechanism; and analyze the response towards these stressors caused by birth of a 
Children with disability and the moderation effect of coping towards the stressor- 


strain relationship. 


The proposed model theorizes from an individual point of view that Coping 
Mechanism influences the stressor-strain relationship negatively so that the strain 
level of the Parents with Disabled Children could be decreased. Based on the 
model we can theoretically explain how the Parents with Disabled Children 
respond to their child-related stress, parent-related stress, family functioning and 


social support related stress. The ‘Threat Appraisal’, the ‘Perceived Severity’ and 
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the ‘Perceived Vulnerability’, are expected to be high because the free-time and the 
independency are in danger. Additionally, perceived avoidability of the Parents 
with Disabled Children is also expected to be high because the Parents is 
convinced to find a coping strategy to mange the threat. If the Parents ( eg. Fathers 
of the Disabled Children) have the autonomy to tackle the situation skillfully, they 
will develop a Problem-Focused Strategy to handle their Child-related stress. On 
the other hand, if they do not have the autonomy to tackle the situation, they would 
try to cope with Emotional-Focused Coping Strategies in form of reappraising the 
situation so that they feel that being always connected is not a negative thing. 
Mothers of the Children with disability usually adopts emotional-focused coping as 
revealed in the study. As a result, the strain level of the user could be decreased 
gradually. This example proves that coping strategies are always available, but 
either the Parents do not function properly or they do not use every available 


coping strategy in relation to their cultural context. 


Moreover, the proposed model of Coping Mechanism for the Parents with 
Disabled Children highlights that the Appraisal of Threats and Coping Mechanisms 
differ between users because of personal and situational factors. Here we can 
assume that perception of a threat has a significant influence on the outcomes. 
With the consideration of the coping process, the direct relationship between 
stressors and strain is ever changing as revealed in the study (See Null Hypothesis 


No.4). 


It is found that Coping Mechanisms are mitigating or eliminating the threat, which 
in turn leads to lowered strain and different outcomes in the Parents with Disabled 
Children. Lazarus and Folkman (1999) investigate linear relationship between 
stressor, strain, and outcomes is extended by the moderation effect of the coping 
concept. Following Lazarus and Folkman we can argue that the coping concept 
should not be neglected and we show within the developed model how the coping 
concept influences the Parental stress phenomenon while raising a Child with 
disability. Furthermore, the model shows that coping strategies can mitigate the 
Parental stress level. From the organisational point of view, the two variables i.e. 
coping resources and controllability, are the most important factors because they 


affects the efficacy of coping strategies. The physical resources (e.g., money), 
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psychological resources ( e.g., self esteem) and the social resources (e.g., support 
from neighbours) can play the role of an external variables that control the 
Problem-Focused as well as Emotional-Focused Coping Process directly or 
indirectly. The latter is the control or autonomy a Parent has in the situation. 
Further investigations are invited to empirically validate the proposed theoretical 
model as well as to analyze whether coping strategies are eliminating the stressors 


or just mitigating them. 


This theoretical model of coping for the Parents with Disabled Children is 
primarily based on Lazarus and Folkman’s (1984) two different theories: Ego- 
Defenses and Animal Experimentation. The ego-defenses, according to Lazarus 
(1993), defends the psychological integrity of an adult from threats. On the other 
hand, the animal experimentation shows the coping mechanisms of an animal in 
order to avoid, escape, or overcome noxious agents. Lazarus and Folkman demand 
that Cognitive Appraisal is a crucial part of coping mechanism as sensitivity and 
vulnerability level as well as the reaction and interpretation towards events differ 
significantly. Consequently, the concept of coping mechanism of adult persons 


follows five different processes. 


As shown in Figure 7.1, Primary Appraisal refers to the individual’s evaluation of 
an event or situation as a potential hazard to his or her well-being. (Lazarus and 
Folkman 1984; Matthieu and Ivanoff 2006). Secondary Appraisal refers to the 
evaluation of the individual’s ability to handle the perceived thread or challenge 
(Lazarus and Folkman 1984; Matthieu and Ivanoff 2006). ‘Coping’ here refers to 
the cognitive and behavioural efforts to manage specific external and/or internal 
demands that are appraised as taxing or exceeding the resources of the 
person(Lazarus and Folkman 1984, p 141). ‘Coping Resources’ incates the social 
and personal characteristics upon which people may draw when dealing with 
stressors(Pearlin and Schooler 1978; Thoits 1995). Lastly, ‘Controllability’ directs 
the assessment how much control people have over the (situation) (Beaudry and 
Pinsonneault 2005). As reflected on the following Figure, Cognitive Appraisal 
Coping can be considered an important aspect of Threat Appraisal Coping Strategy 


(Primary). Perceived Avoidability can be considered an important aspect of Coping 
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Appraisal Strategy (Secondary). Other three types of Coping, namely Problem- 
focused, Emotuon-focsed and OIBC are related to these two types of Coping. 


Parent- 
Related Stress 


(A)THREAT 
APPRAISAL 
(Primary) 


Cognitive 


Appraisal Stress due to 
Disabled 
Children 


2.EMOTION- 
FOCUSSED 


Perceived 


Strains due to 


3. OCCUPATION 


_ Avoidability AND Family 
| INTITUTION ae ‘| Functioning 
BASED COPING aes and Social 
: Support 


Coping Resources 
EXTERNAL (Physical, 
VARIABLES Psychological and 
Social) 


Fig.7.1: A Proposed Theoretical Model of Coping for Parents with Disabled 
Children (Based on Findings) 
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For developing ‘Primary Appraisal’ the Parents with Disabled Children is asking 
himself/herself the question: “Am I in trouble or being benefited, now or in the 
future, and in what way?” Lazarus et al. (1984) identified three different 
subcategories of primary appraisal: Irrelevant, Benign-Positive, and Stressful. The 
irrelevant is one type of evaluation taken by events which have no implications for 
the Parents’ well-being. On the other hand, encounters with positive outcomes are 
associated with the benign-positive. As reflected on the above mentioned figure 
‘stressful situations’ comprise three different subcategories: harm/loss, threat, and 


challenge. 


As mentioned earlier, the ‘Secondary Appraisal’ is the evaluation of the individual 
person’s ability to handle the perceived thread or challenge. It follows the question: 
“What if anything can be done about it?“ (Lazarus and Folkman 1984, p. 31).The 
coping appraisal is further divided into blame/credit, coping potential, and future 


expectations that are not mentioned in the aforesaid model of coping. 


Coping Mechanism of the Parents with Disabled Children has two major 
categories: Problem-Focussed Coping and Emotional-Focused Coping (Lazarus 
1999; Lazarus and Folkman 1984). Another two types of coping i.e. Appraisal 
Focussed, and Occupation and Institution based Coping are also mentioned here. 
Problem-focused Coping of the Parents with Disabled Children comprises 
strategies used for problem solving. These are specified as efforts to determine the 
direct problem, generate alternative solutions, assess them, choose, and act. They 
are divided into two kinds of strategies : directed at the environment and directed 
at the individual. Environment directed strategies of the Parents with Disabled 
Children are directed towards actions for altering environmental pressure, barriers, 
resources, and procedures. On the other hand, individual directed strategies, called 
inward-directed strategies, lays emphasis on motivational or cognitive changes in 
the Parents with Disabled Children. For example, “shifting the level of aspiration, 
finding alternative channels of gratification developing, reducing ego involvement, 
, hew standards of behavior or learning new skills and procedures” (Lazarus and 


Folkman 1984, p. 152) 
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In contrast, Emotional-Focused Coping of the Parents with Disabled Children aims 
to regulate or change the emotions tied to the perceived threat (Lazarus 1999). As 
revealed in the study, Emotional-Focused Coping Strategies e.g. Active 
Avoidance/Distraction (Mean + SD = 19.82+8.2) places the highest rank, followed 
by Seeking Relaxation Diversion (Mean + SD =18.6+6.8), Seeing Social Support 
(Mean + SD = 16.5+ 8.8 ), Self-efficacy ( Mean + SD = 5.2+4.8), Self-controlling 
(14.3+4.9), Positive Reappraisal (Mean + SD =13.6+3.8), Positive Reframing 
(Mean + SD = 10.1+4.5), and Tension Reduction (Mean + SD = 9.6+43.3). As 
mentioned in the literature, whenever the individual reduces the threat by deciding 
that there is something more important to worry about, they use an Emotional 
Coping Strategy (Lazarus and Folkman 1984). Mothers of the Children with 
disabilities, as revealed in the study, are adopted Emotional-Focussed Coping more 


rather than their husbands. 


Occupation and Institution Based Coping (OIBC) Strategies are also helpful for the 
Parents with Disabled Children, that directly/indirectly minimises the stressful 
situation. It may be noted that OIBC are newly devised strategy by the present 
Researcher indicating a useful strategy for the the Parents with Disabled Children ( 
Mean = 9.5). In literature, we find that there are mainly three types of Coping 
Mechanism: Appraisal-focused, Emotion-focused and Problem-focused. The 
Researcher brings a new insight that OIBC is also similar useful in raising a 
Disabled Child and it may vary as the situation demands and it is highly based on 
cultural context. ‘Occupation-Focsed Coping’ indicates the working condition as 
well as working situation of the Parents with Disabled Children. In addition, 
‘Instutution Based Coping’ epitomizes so many factors that directly or indirectly 
reflect the opportunities provided by an institution in minimizing stress as well as 
increasing the quality of life of the Parents with Disabled Child. It may include 
supporting the Parents for the development of adaptive skill in their Disabled 
Children, Special Therapies for the Parents as well as for their Disabled Children, 
providing an inclusive education system or a segratgated education system if 
required. The present Researcher separates this Cping Strategy from other types of 
Coping Mechanisms as mentioned in the disability litaterature observing its 
effectiveness in reducing the Parental stress in the Parents having Children with 


disabilities. As mentioned in the abobe mentioned Proposed Theoretical Model of 
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Coping for the Parents with Disabled Children, OIBC places a significant role 
along with other types of Copping Mechanisms. 


The proposed model for Parents with Disabled Children also focuses on Cognitive 
Shifting from ‘Child-Related Stress’ to ‘Stress in Family Functioning’. It can be 
interpreted that most of the Parents with Disabled Children are trying to cope up 
with their stressful life with reference to their stress in raising a disabled child, and 
their stress gradually shifted to stress in family functioning. The study also claims 
that the highest level of stress is related to family functioning,and not on raising a 
Disabled Child. Fathers of the Children with disabilities use Problem-Solving 
Coping in reducing their stress, and they basically adopt this type of cognitive 
shifting that can help them to transfer their stress from child-related stress to stress 


in family functioning. 
7.2: Conclusion 


The findings of the study indicates high levels of stress in Parents of Children with 
disabilities, with individual differences in the way Parents cope with these stresses 
according to gender and type of disability. Mothers of the Children with Autism 
experience higher level of stress rather than other Parents groups. It is claimed that 
Family Functioning Stress represents highest stress (PMS = 62.75) among the four 
sub-scales of Parenting Stress in Parents with Disabled Children, followed by 
Parent-related stress, Child-related stress and stress related to lack of Social 
Support. Among the seven predictor variables associated with Parents of the 
Disabled Children’s characteristics, two predictors, namely type of marriage and 
education level of the Parents with Disabled Children are not statistically 
significant at 5%. Three predictors (thinking about the future of the Disabled 
Children, poor physical or mental health of the Parents & monthly income of the 
Parents) are statistically highly significant at 1% level. Another two predictor 
variables such as no. of earning member (s) in the family and type of family are 
moderately significant at 5% level. Among the Disabled Children’s characteristics , 
age of the Disabled Children, time of diagnosing the disabilities, gender of the 
Disabled Children, birth order of the Disabled Children, additional handicap in the 
Disabled Children etc. have been recognized as important predictors of Parental 


stressors. Additional handicap in the Disabled Children is considered as the highest 
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type of Parental stressor (t= 3.43) among the Disabled Children’s characteristics as 
revealed in the study. Gender and birth order of the Disabled Children are 
recognised as moderately significant predictors of Parental stress for the Parents 
with Disabled Children. The total model of family functioning of the Parents with 
Disabled Children is also an important predictor of Parental stress in the Parents 
with Disabled Children and accounted for 48 % of variance with high t-value (4.68 
) at 1% level of significance. On the other hand, the total model of social 
functioning of the Parents with Disabled Children is also an important predictor of 
Parental stress and accounted for 38 % of variance with greater t-value (3.28) at 5 


% level of significance. 


The present study demonstrates how the impact of coping on psychological 
outcomes among the Mothers of Children with Disabilities can differ from their 
husbands depending on the specific type of coping strategy used. Consistent with 
previous research, study findings generally indicate that over-reliance on Avoidant 
Coping methods are likely to promote rather than reduce, Maternal distress, while 
use of positive coping strategies, such as Cognitive Reframing, are likely to have 
their greatest impact on improving Parents’ sense of happiness and well-being. 
Thus interventions that seek to reduce Parents’ use of Avoidant Coping, while 
facilitating their use of positive behavioural and Cognitive Coping Strategies are 
particularly important. In addition, study findings suggest that Child Maladaptive 
Behaviours, rather than Autism symptoms, per se, are the key driver of the link 
between Autism and Maternal Distress. For this reason, professional interventions 
aim at enhancing Parents’ ability to manage their Child’s problem behaviours may 
be especially beneficial since, if successful, they would serve not only to reduce 
behavior-related Parent stress, but also to buttress Parent self-confidence, efficacy, 
and Positive Coping Skills as well (Marcus, Kunce, & Schopler, 2005; 
McConachie & Diggle, 2007; Moes, 1995; Singer, Ethridge, & Aldana, 2007; 
Sofronoff & Farbotko, 2002). Study findings also point to the need for 
interventions which assist Parents in better managing feelings of depression and 
anger which are often associated with Parenting a Child with Autism (Benson & 
Karlof, 2009; Coon, Thompson, Steffen, Sorocco, & Gallagher-Thompson, 2003). 
Finally, interventions aim at promoting a sense of mindfulness and a positive 


acceptance on the part of Parents of Children with Autism also may be useful, 
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especially as Parents and their Children grow older (Blackledge & Hayes, 2006; 
Lloyd & Hastings, 2008; Singh et al., 2006). 


The main findings of this study are that gender differences are found in the Coping 
Strategies of Parents of Children with Disabilities in the following areas: 
Information Seeking (p= .007), Seeking Alternative Reward( p=.0004 ), Passive 
Appraisal (p=.063 ), Improve Relationship (p=.006), Logical Analysi (p= .030), 
Trnasformation (p=.038), Restaint Coping (p=.009), Self-efficacy (p=.006), Self- 
controlling (p=.008), Seek Relaxing Diversion (p=.005), Positive Reframing 
(p=.007), Active Avoidance (p= .015), Positive Reappraisal (p=.007), and IBC 
(P=.016). Across the literature, gender differences are found with respect to 
Seeking Instrumental Social Support, Seeking Emotional Social Support, 
Suppression of Competing Activities, and the Focus On and Venting of Emotions ( 
Krauss, 1993). These findings are in line with Pleck's Gender Role Strain 
Paradigm. However, differences are not found in other areas. The main problem for 
Pleck's theory is that it proposes Male trauma and dysfunction. This appears not to 
be the case in this situation. Fathers of the Disabld Cildren demonstrate no more 
negative traits, such as denial, than their wives. It is noteworthy that both Mothers 
and Fathers are recorded high levels of acceptance in both studies. This is 
supported by Herbert (1995) strongly suggesting that many men are very 


comfortable with their role. 


With reference to Mean and SD values of the Mature Defence Mechanism adopted 
by the Parents with Differently Abled Children, it is found that Mature Defence 
Mechanism occupies the highest Mean score (13.32), followed by Neurotic 
Defence Mechanism (11.35), Psychotic Defence Mechanism (10.67), and 
Immature Defence Mechanism (9.15). Mature Defence Mechanism is found to 
have maximum PMS (58.92 + 27.70) utilised by the Parents with Differently Abled 
Children, followed by Neurotic Defence (52.26+25.46), Psychotic Defence (48.40 
+26.40) and Immature Defence Mechanism (43.70 +18.52). With reference to 
Mature Defense of the Parents with Differently Abled Children, the study reveals 
Anticipation (PMS = 65.50) is having the highest Percent Score of Mean, followed 
by Suppression (PMS= 64.20), Sublimation ( PMS = 49.95), Humour ( PMS = 
42.80), Altruism ( PMS= 39.68). The total PMS and SD for Mature Defence 
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Mechanism of the Parents with Differently Abled Children are 58.92 and 27.70 
respectively (See Table 4.102 & Fig. 4.139). 


The study also shows that Cognitive Reappraisal Strategy has more percent Mean 
score (64.56 + 23.80) than Emotional Suppression Strategy (56.70 + 18.04). So it 
can be interpreted that Cognitive Reappraisal had been used greatly by the Parents 
with Differently Abled Children rather than Emotional Suppression. In brief, 
Cognitive Reappraisal Strategy of the Emotional Regulation Strategy, along with 
Defence Mechanism and Coping Mechanism are very useful strategies in reducing 


anxiety, stress and depressive symptoms in the Parents with Disabled Children. 
7.3: Suggestions 


The following suggestions are given on the basis of objectives of the study as well 
as well on the basis of the problems realised by the Parents with Disabled 
Children: 


7.3.1: Suggestions For Minimising The Stress Level Of The Parents With 
Disabled Children. 


As revealed in the study, Parents with Disabled Children are experiencing a higher 
level of stress. To minimise the stress level of the Parents with Disabled Children, 


the following suggestions may be given: 


Family Counselling Programme need to be handled carefully with special 
emphasis on identifying the problems of all family members. Parents as well as all 
family members should be aware of the merits and demerits of disability in the 
family. Parents should be encouraged of maintaining an equality in caring for the 
Child with disability without any gender bias. Focus should be given on 
Emotional-Focussed Coping as well as Occupation and Institution Based Coping 
(OIBC) strategies and various ways in solving problem and family conflicts’ 
resolution rather than exchanging blame between Parents for insufficient 


performance in caring the Child with disability. 


In order to minimise the ‘internal stress’, Parents with Disabled Children must 


learn how to develop realistic expectations about their life and how to recognize 
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when negative self-talk defeats effective coping. Father of the Disabled Children 
must be sympathetic towards his wife as she is experiencing more stress as 
revealed in the study. They must boost their own self-confidence by noting and 
using personal strengths and talents. In addition, Parents with Disabled Children 
should identify and list their own self-defeating assumptions and think of 
alternative messages. They should renounce love, affection, and approval from 
Children as needs rather than bonuses. They should be encouraged to see the 
positive sides of stress. They should control anger by controlling wishes and try to 
use to it constructively. Different Family magazines should be read time by time in 
to understand the significance of marriage life and family planning. Positive 
thinking by daily affirmations need to ushered. Developing a positive belief can 
control their destiny. They should be be healthily selfish, free from needing 
outside approval. They should try to develop a support system by sharing honestly 
their feelings of frustration and anger. They should cope up with a situation in the 
presence of imperfection. They must learn to tolerate change as Children change 


often. 


Both the Parents and the Disabled Children should change their moods and 
feelings. Dealing with external forces may lead to ‘external stress’ in the Parents 
with Disabled Children, that is very difficult to overcome sometimes. Neighbours, 
friends, and relatives don't understand why such a normal-acting man/women 
behave cruelly towards them. Teachers frequently don’t fully comprehend the 
ramifications of a Disabled Child's problem. Parents are called upon by the school 
to help make decisions about their Disabled Child's school program. Parents often 
feel helpless as the Child's advocate because of their own lack of understanding. 
External Stress Factors may be resulted from dealing with school about Child's 
placement or program, coping with difficult child behaviours, helping siblings 
understand the problems associated with disabilities, educating neighbours and 
relatives about the Child's problems, getting Child in right school, helping Child 
with homework, working with spouse on Child management and _ financial 
pressures in the family. The following guidelines may be helpful for the Parents 


with Disabled children to overcome their ‘external stress’: 


774 


As external stressors are situational by nature, and often involve relationships with 
others, Parents with Disabled Children are advised to develop assertiveness skills. 
Problem-solving techniques, time management, and goal setting are helpful while 
dealing with external stressors. Since coping with a Disabled Child is so 
emotionally draining, Parents are encouraged to develop intimacy skills as well as 


a support system. 


Analyzing problems thoroughly may help the Parents with Disabled Children to 
overcome their external stress in the family. They should describe the problem with 
a specific statement. State how it could be worse and how it could be better. They 
need to determine what is keeping it from getting better. Propose solutions for the 
things over which you have control. Proper planning can also help them to tackle 


the difficult situation. 


Time Management is also another strategy to fight with external stress. Parents 
with Disabled Children may list priorities both short and long terms. They can do a 
time using audit. ‘Compare time use with priority of goals’ is also another strategy 


by which they can effectively manage the time. 


Developing an assertiveness can also help them to tackle the external stress while 
raising a Disable Child in the family. Parents should know their limits and be 
realistic about what they can accomplish. They must neglect unreasonable 


demands. 


They should learn about their Disabled Child's problems and needs so that they 
can be an active participant in meetings with school personnel. The schools may 


encourage the Parents to offer their suggestions to teacher and coaches. 


In order to replenish energy, Parents with Disabled Children need to be sure they 
get sufficient rest, eat well balanced meals, and exercise vigorously. They may 
practice meditation or relaxation techniques when they feel stressed, anxious, or 
fatigued. Physiological Stressors can be minimised with the help of proper diet, 


exercise, rest and recreation. 


7.3.2: Suggestions For Minimising The Anxiety And Depressive Symptoms In 
The Parents With Disabled Children 


TTS 


The following suggestions may be useful in minimising anxiety and depressive 


levels among the Parents with Disabled Children: 


Parents with Intellectually Disabled Child or Autism Child should be given more 
psychosocial support to enable them to help their Disabled Children cope with 
their mental and physical insufficiency and relieve their anxiety (McStay, 


Trembath, & Dissanayake, 2014). 


Home and Community-Based Behavioural Strategies are the other ways to reduce 
anxiety and depressive symptoms in the Parents with Disabled Children. A study 
suggests that teachers and members of the Individualized Education Program team 
must go beyond the classroom and school boundaries to support Parents in their 
real-life situations in which their Child exhibits problem behaviours (McStay et al., 
2014). This includes practitioners consulting with Parents about their concerns 
regarding their Child’s problematic behaviours and providing suggestions about 
those behaviours. These suggestions often promote behaviour manageability, tone 
up Parents’ sense of control, and result in a reduction of stress, anxiety and 


depression and an increase in community engagement (McStay et al., 2014). 


For the Parents with Intellectually Disabled child, McStay (2014) suggests that 
Parents must learn to separate their Child’s behaviour from themselves. 
Practitioners, teachers, social workers, nurses etc. can work with Parents to 
understand the essential components of managing behaviours (e.g., antecedents or 
triggers of the problem behaviours, function, consequences, and reinforcement of 
the behaviour). This nurtures appropriate ‘behaviour management skills’ in the 
Parents with Disabled Children. This training may include the collection of data for 
their Child’s problem behaviours and implement appropriate behaviour 
intervention across settings (Park, Alber-Morgan, & Fleming, 2011). Parental 
involvement promotes a mindset for Parents with Disabled Children that active 
participation in an intervention results in competent and consistent intervention and 
a change in behaviour in a positive direction (Brookman-Frazee & Koegel, 2004). 
Intervention programmes like relation, family counselling can be given in order to 


reduce their anxiety and depression level. 
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Segregation or isolation is not good for the Parents with Differently Abled 
Children. Such type of Parents should exchange their problems with other Parents 


and they should create a network of supporting system. 


Parents are advised to become aware of the inclusive education system for their 
differently Abled Child since Inclusive Education is cost effective and have sound 


pedagogical practices ( NCERT, 2006). 


As revealed in the study, Parents who received psychiatric and social support are 
found to have higher levels of coping with their anxiety. So psychiatric and social 


support are necessary to cope with the bad situation. 


From the study, it is found that increased level of anxiety of the Parents with 
Disabled Children can be minimised by using Avoidance Strategy. It can be 
suggested that public health departments as well as social welfare departments 
should inform society about disabilities and those Parents with Disabled Children 
about their problems. Parents should adopt more positive and welcoming 
approaches to their Disabled Child by contributing to social awareness. Parents 
should be encouraged to share their problems among close relatives, friends, 
families of other disabled children, school teachers, practitioners, social 
environment and expert people who were educated in this subject in order to 
reduce the anxiety experienced by parents. Practitioners, social workers, and nurses 
can promote awareness in people about the problems of families with disabled 
children during home visits, in schools and when they come to healthcare 


institutions 


‘Scaffolding’ can be a necessary technique in which a more experienced person ( 


may be Neighbour) can support and help the inexperienced persons (Parents). 


Size of network can’t minimise their problem rather degrees of helpfulness can 


help them to reduce their tension as revealed in the findings. 


Robert Segal, Jeanne Segal, Melinda Smith, and Lawrence Robinson (June 2019) 
suggest a technique, namely ‘Vocal Tonning’ for reducing stress among the adults. 
It can be useful for the Parents with Disabled Children in reducing their stress. 


Segal et al. demand that ‘Vocal Tonning’ works by exercising the tiny muscles of 
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the inner ear that help the individuals detect the higher frequencies of human 
speech that impart emotion and tell them what someone is really trying to say. Not 
only will they feel more relaxed in that meeting; it is expected that they will also 
be better able to understand what he’s trying to communicate. For example, sit up 
straight and simply make “mmmm” sounds with their lips together and teeth 
slightly apart. Experiements by changings the pitch and volume until they 
experience a pleasant vibration in their face, eventually their hearts and stomatch( 


See http:// www. helpguide). 


Jennings (2018) suggest sixteen (16) guidelines for reducing stress. These may be 
inculcated in the Parents raising Children with Disabilities: proper exercise, 
consider supliments, light a candle, reducing caffeine intake, chew gum, write it 
down, spend time with friends and family, laugh , learn to say no, learn to avoid 
procrastination, take a yoga class, practice mindfulness, cuddle, listen to soothing 


music, deep breathing, and spend time with the pet. 


7.3.3: Suggestions For Applying Effective Coping Mechanisms For The 
Parents With Disabled Children. 


The present study pins down the real fact that most of the Parents with Disabled 
Children do not get proper formal support from the social workers and Govt. 
agencies. Therefore, formal social resources need be maintained to support Parents 
with Disabled Children outside of the family. The NGOs should be warned about 
their responsiblity for sharing up-to-date data of their activities. Govt agencies 
should recruit Expert persons so that they can realize the problem from the grass- 
root levels. ‘Team visit’ is necessary to understand the socio-cultural problems of 
the Parents raising Children with Diabilities. Students need to be encouraged in 
order to participate in different socio-cultural activities so that they can support the 


Parents and thereby, the quality of life of such Parents can be developed gradually. 


As revealed in the case study, Female Child with disability is less acceptable to 
Parents than a Male Child. Female Children with disabilities are treated differently 
from Male Children with disabilities. In addition, the findings shows that Parents 
engaging in more prestigious occupations have experienced more Parenting stress. 


They might have wider gap between their expectations and reality, emphasises that 
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all Parents of Children with disabilities, rich or poor, experience stress and need 
formal and informal social resources to help them cope. To remove this type of 
unhealthy behaviour among the Parents with Disabled Children, Govt. should 


initiate social intervention programmes with initiative for them. 


Parenting Children with disabilities faces special challenges. Professionals working 
with such type of Parents need to recognize their associated social and emotional 
problems. Firstly, Parent groups should be created for providing both skill training 
and emotional support for them. Practitioners and social workers may provide 
appropriate and applicable behaviour management skills to work with their Child’s 
problem behaviour at home and in the community. Second, counseling groups 
may be organised for such type of Parents with a view to developing new and 
positive coping strategies. Thirdly, while helping Parents with Disabled Children in 
different grounds, practitioners need to cautiously consider all other factors ( e.g. 
type of the family, negative social stigma associated with the Child’s disabilities, 


socioeconomic status of the family). 


Parents need to be trained how to develop new and positive coping strategies, 
especially focus will be given on ‘Task-Oriented Coping’. Practitioners can 
organize Parent Counseling Groups for this purpose. Firstly, coping strategies of 
the Parents with Disabled Children need to be identified. Brief COPE (Carver, 
1997) is a reliable tool that is easy and quick for practitioners to administer and 
score for this purpose (Hastings et al., 2005). In other words, practitioners are 
invited to utilise the self-prepared Coping Mechanism Scale adopted in the present 
study. It is expected that this scale is more reliable and includes all essential 
parameters (29) related to Indian socio-cultural environmemt. After identifying 
positive or task-oriented coping, one Parents group can be paired with another 
Parents group who employ other strategies. Practitioners can then develop 
scenarios or vignettes of situations among the Parents with Disabled Children. 
Different coping styles then need to be shared among the different Parents groups 
(how they usually deal with the situation, compare and reflect on what they do 


differently.). 
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Additionally, the local and central government should launch early intervention 
programme effectively with a focus on Parental involvement and provide access to 
support in divergent aspects. ‘Grass root approach’ will be the basic principle for 
those activities. Through those support system, the levels of stress of the Parents, 
especially Mothers of Children with Autism and Intellectual Disability can be 
minimised. ‘Awareness of the Importance of Parental Involvement’ will be the 
second principle for those support system and Govt. agencies working in the field 


should utilise it. 


Another surprising but real fact that the Researcher experienced while visiting the 
schools of the disabled children is that most of the educational institutions 
engaging in educating the disabled children is running only for get profit , not for 
social outlook. Parents with Disabled Children exhibit the real fact that most of the 
educational institutions engaging in educating the Disabled Children demand extra 
money which is difficult to provide for them. Govt. should look after those 
educational institutions and should help those educational institutions to collect 
monetary fund and resources from different sources within proper time, otherwise, 
it was very difficult for those educational institutions to render their service. The 
government agencies can accomplish this mission by creating additional channels 
of communication. They must educate citizens for better implementing laws and 
policies to address Children with disabilities, advancing the rights of those 
Disabled Children and their Parents, and assisting them to receive the special 


supports they require. 


As revealed in the study, higher stress among the Parents with Disabled Children is 
originated from ‘Family Adaptation and Cohesion’. Permissive parenting is an 
effecting strategy that can help the Parents with Disabled Children to develop their 
skills in Family Adaptation and Cohesion as per the recommendation of 
developmental psychologist Diana Baumrind. As found in the literature, 
Permissive Parenting focuses on low demands with high responsiveness. 
Permissive Parents tend to be more loving and cheerful, yet maintains few 
guidelines and rules. In Permissive Parenting system, Parents do not expect mature 
behaviour from their Children and behave just like a friend than a Parental figure. 


It pins down their Children's freedom rather than responsibility. The Parents should 
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ask their Children's opinions on major decisions A permissive Parent tends to be 
the polar opposite of the "helicopter parent." The motto of the Permissive 
Parenting is: "kids will be kids." Permissive Parents are usually warm and loving 
as they make little or no attempt to control or discipline their kids. In Permissive 
Parenting system, Children should be motivated with self-regulation and self- 
control. Permissive Parenting can promote the Children with disabilities in order to 


minimise their stressful situation also. 


Researchers also find that Children raised by Permissive Parents may develop lack 
of self-discipline, poor social skills, self-involved and demanding, feeling of 
insecure due to the lack of boundaries and guidance. Children raised by Permissive 
Parenting may also develop low achievement in many areas, poor decisions, 

smore aggression and less emotional understanding, more prone to delinquency and 
substance use, and sometime they are unable to manage their time or habits. A 
study also claims that Permissive Parenting often develop several risky behaviours 
such as drug use and other forms of misconduct (Bahr & Hoffman, 2010). Some 
strategies may be useful to handle the demerits of Permissive Parenting. These are: 
Parents with Disabled Children should maintain a list of basic household 
rules. They make sure their Children understand the penalty of breaking the rules. 
Time-outs and losing privileges are logical consequences for breaking the 


household rules. ( Cherry, 2019) 


Permissive Parents must reward good behaviour in the Disabled Children. They 
should try to catch the Children with disabilities being good and allow special 
privileges when they display these actions. The Parents should follow the 
behaviour of their Disabled Children as well as other normal Children 
thoroughly. To become a Permissive Parent is not an easy task but it is important. 
Permissive Parents should help the Children understand why such regulation in the 


family are important by providing adequate feedback and explanations. 


On the basis of the findings of the study the following suggestions may also be 
given for the Parents with Disabled Children for developing their coping styles : 


First, Parents are directed to make an effective plan and stick to it. Parents should 


consult with experienced persons in their locality to justify the plan before 
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implementing it. Second, make sure they are following all of the components 
necessary for a healthy life. Third, they should try to follow the physician's advice 
properly to overcome the bad situation.Fourth, they may use relaxation tapes or 
exercises or meditation to calm down after a hectic day. Forth, search for a place of 
retreat ( e.g. the bathroom , the car, river side, garden, park etc.), and go there for 
cooling off when the tension is too much. Sixth, focus on recreation and relaxation, 
so that they have some time off during the week. Fifth, hire out or trade off chores 
that are time consuming and distasteful. Sixth, team up with the neighbours, a 
spouse or friends for time off. Improve Relationship is a significant stategy in 
order to cope such type of Disabled Child in the family. Seventh, special attention 
is given on organizing the finances, money can be a huge stressor in raising a Child 
with disability. Purchasing a money management software can help such Parents 
to utilize their families finances in order. It is available on AMAZON online 
shopping. Online free version is also available on the website. (Cf. Mint: Budget 


Tracker & Planner | Free Online Money at https://www.mint.com) 


7.3.4: Suggestions For Utilising Gender Differences In Coping Mechanisms Of 
The Parents With Disabled Children. 


As revealed in the study, the amount of coping strategies in the Parents with 
Differently Abled Children is obviously affected by their gender (Fathers vs 
Mothers of the Disabled Children). On the basis of the findings of the current 


study, the following suggestions are given: 


First, Mothers utilise Seeking Alternative Reward Coping more than their husbands 
while raising Children with Disabled Children. So Mothers with Disabled Children 
should be encouraged to make new friends, and help the other Parents with similar 


problems. 


Second, Mothers with Disabled Child utilise Passive Appraisal Coping more rather 
than their husbands. So they should be encouraged to play a humorous episode in 


front of other Parents and alter the goal of their vision. 


Third, Mothers with Disabled Child utilise the Improve Relationship Coping more 


rather than their husbands. So they will be encouraged to spend more time with 
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their husbands and friends as well as Disabled Children in order to control their 


mental pressure. 


Fourth, Mother with Disabled Children utilise the Restraint Coping more rather 
than their husbands. So they will be encouraged to focus on the problem. They will 
also be encouraged to take the problem seriously and develop effective planning to 


tackle it. 


Fifth, Fathers with Disabled Children utilise the Self-controlling Coping more 
rather than their spouses. So Fathers of the Disabled Children will be encouraged 
to control every work efficiently. They should come down enough to take an 
action. They should maintain enough control and autonomy to tackle a bad 
situation. Controlling over technology is also another important strategy to utilise 


the Self-controlling Coping while raising a Child with disability. 


Sixth, Fathers of the Disabled Children utilise the Logical Analysis Coping more 
rather than their spouses. So Fathers of the Disabled Children need to be 


encouraged to anticipate new demands that will be placed on them. 


Seventh, Mothers of the Disabled Children utilise the Transformation Coping more 
rather than their husbands. So Mothers of the Children with disabilities need to be 
encouraged to view the problem in a favourable light. They may participate in 


religious activities to overcome their daily hassles. 


7.3.5: Suggestions For Utilising Defence Mechanisms And Emotional Control 


Strategies Among The Parents With Disabled Children 


Parents with Differently Abled Children should attain mental health promotion 
program or different kinds of psycho-social intervention programmes in order to 
support their differently abled children through the use adapted defenses and 
eliminate the maladaptive one. They need to regulate unwanted feeling objectively. 
To minimise the internal conflict, Parents with differently abled children should 
aware about psychological defense mechanisms. In other words, they should be 
trained properly in order to utilise Defences and Emotional Regulation Strategies. 
Defense Mechanism Test can be used to provide mental occupational profile of the 


Parents with Differently Abled Children. Fruitful discussion on Defense 
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Mechanisms and Emotional Regulation Strategies should be made with the 
Parents with Differently Abled Children in order to correct their feelings. The 
following suggestions are made for the therapists as well as social workers for 
conducting a successful psycho-social intervention programme so that Parents with 
Differently Abled Children can utilize their Defence Mechanism in an organised 


way in order to reduce their behavioural promles: 
1.Consider the “Depth” of an Interpretation: 


The interpretation techniques in order to identify the behavioural problems among 
the Parents with Disabled Children need to be organized from surface to depth with 
“lighter” interventions such as questions and clarifications at first, before moving 
on to interpretive work. The responsibility of the therapist as well as a social 
worker to address defensive behaviour in the Parents with Disabled Children does 
not end at confrontation. In order to dealing with defenses, Parents should utilise 
deeper understanding and insight, and they may give up the more problematic 
defenses for more adaptive ones. It is found by several Psychologists that 
interpretations be used once the more unconscious material is better understood by 
the therapist and take precedence over confrontations after that point ( Langs, 


1973; Schafer, 1992; Wolberg, 1977). 
2.Interpretations should Begin with Defences used as Resistance: 


Greenson (1967) suggests that defenses that are viewed specifically as ‘Resistance’ 
in-session should be addressed first in psychodynamic psychotherapy. Resistance 
refers to any defensive process aims at interfering with the natural unfolding of 
therapy and thus prevents the further exploration and elaboration of unconscious 
material. Resistance is primarily considered a defensive process in nature as it 
keeps certain affects, thoughts, ideas or impulses from consciousness. Resistance 
is generally used when discussing the therapeutic setting. Although ‘defence’ is an 
umbrella term rather than that of Resistance , yet Resistance is a treatment function 


that takes meaning from the analytic process (Blum, 1950). 


3.Intervene with Parents’ Most Prominent Defences: 
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Parents with Disabled Children should confront more prominent defenses 
whenever they are obvious, especially when these defences are obscuring 
important repressed material. As Parents with Disabled Children use a multitude of 
defences , special care will be be given on those defenses that seem to be most 
closely related to conflicts associated with symptoms, anxiety, presenting 
problems, or other difficulties associated with functioning. In addition, , therapists 
should address both characterological defenses as well as those that are “out of 
character’. These defences are also most likely related to a symptom ( Blum, 1950; 


Langs, 1973). 


As revaled in the study, Mature Defence Mechanism is much beneficial for the 
Parents with Disabled Children in reducing their stress and anxiety levels. It should 
be developed by using proper training process with the consultation of doctors and 
friends who are adopting these in similar situations. The more "mature" defense 
mechanisms include intellectualization, sublimation, and rationalization. In 
Vaillant classification, Intellectual and Rationalisation are included as Neuratic 
Defence. According to Vaillant (1992), people who use these Defense Mechanisms 
more often than the others tend to experience better family relationships and work 
lives. Parents with Disabled Children may never rid themselves of all their Defense 
Mechanisms, but at least they can grow from understanding what they can, and 


cannot, do for themselves. 


As per the recommendation of Whitebourn (2011), Denial is a useful Defence 
Mechanism that can be used by Parents with Disabled Children who are a victim of 
trauma and may even be a beneficial initial protective response. In the long run, 
however, denial can prevent the Parents from incorporating unpleasant information 


about themselves and their life and have potentially destructive consequences. 
4. Implications for Practice and Empirical Evidence: 


While conducting an intervention porogramme, the therapists need to pay attention 
to their decision-making process in order to decide one particular defense of the 
Parents having Disabled Children as opposed to another. It is said that decision 
may potentially affect the overall outcome or progress of psychotherapy (Hersoug , 


Bogwald , & Hoglend (2005); Despland , de Roten , Despars , Stgler , & Perry, 
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2001). Clinicians need to lays emphasis on the interpersonal process of defenses 


within the therapeutic hour with Parents having Disabled Children (Malan, 1979). 
5.Consider the ‘Affect’ associated with the Defence when Appropriate: 


‘Affect’ is an intricate part of our attitude. It is obscured by nature and avoided 
when defenses are triggered. Avoidance of particular affects can also motivate the 
use of defenses in individuals, especially in the Parents having a Disabled Child, 
who are dealing with so many problems in their real life. Although not all defense 
mechanisms deal with affect in the same fashion, therapists must understand their 
place in the Parent’s psyche if they are to intervene appropriately in-session.( 


McCullough , Kuhn , Andrews, Kaplan , Wolf et al. , 2003) 


6. Consider the Degree of Emotional “Activation” associated with the Defense 


Mechanism of the Parents with Disabled Children 


The concept of “emotional activation” is based on the idea that a defensive 
process usually contains some form of affective material that is defended against, 
compartmentalized, or expressed. As such, therapists are in a position to observe 
this affective level when patients are defending. The defense of splitting usually 
contains a great deal of affect directed at an object in which a distortion of the 
object is readily noticeable to the observer (e.g. strong feelings of anger towards a 
significant other), however this can be experienced in different ways depending on 


how much emotional activation is attached to the defense 


7. Accurately identify Defense Mechanisms used by Parents with Disabled 
Children 


This principle assumes that an important aspect of a therapist’s therapeutic 
competence has to do with correctly addressing the type of defense employed by 
Parents with Disabled Children. It is viewed that inaccurate interpretations, which 
address the incorrect process, could conceivably damage the alliance or adversely 


affect outcome ( Langs,1973). 


8. Avoid using Technical Language in Interpretations: 
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Technical terms have “no meaning” for Parents with Disabled Children, and are 
ultimately useless in psychotherapy. The present Researcher claims that therapists 
should refrain from using overly technical language in their verbalizations to 


Parents regarding their defense mechanisms (Glover, 1955). 
9. Balance between Supportive and Interpretive Interventions: 


It is said that when using supportive techniques therapists should identify feelings 
and life stressors as opposed to interpreting defenses (McWilliams, 1994). 


As revealed in the study, Emotional Control Strategies are also helpful in reducing 
stressful symptoms in the Parents with Disabled Children. Parents with Disabled 
Children use Cognitive Reappraisal Startegy more actively rather than Emotional 
Suppression of Emotional Control/ Regulation Strategy. The following 
suggestions are proposed in order to enhance the Emotonal Control Strategy of the 


Parents with Disabled Children: 


1.Positive emotion may help the Parents with Disabled Children to avoid their 
negative feelings. So it should be developed with the help of creative activities. 

2. Self Report Measures for Love and Compassion Research (Personal Growth and 
Positive Emotions) need to to be conducted in order to support the Parents while 
raising Children with Disabilities. 

3. Whenever the Parents deal with a stressful situation, they should think about it 
in a way that helps them stay calm. 

4. Negative emotions should be properly expressed in words. It can help them to 
suppress and avoid their negative thinking about disability. 

5. Whenever the Parents can’t tackle a bad situation, they must express their 


feeling with another persons. 


Stanford University psychologist Gross (2001) suggests a 4-stage model in order to 
capture the sequence of events that occurs when our emotions are stimulated. It is 
popularly known as ‘Modal Model’. According to Gross and his collaborator 
Jazaieri (2014), an inability to control or regulate emotions is to at the root of 
psychological disorders such as depression and borderline personality disorder. 
The following guidelines are proposed in order to develop the emotional state of 


the Parents with Disabled Childen: 
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1.Select the Situation: 


Parents with Disabled Children should avoid circumstances that trigger unwanted 
emotions. If they know that they are most likely to get angry when they are in a 


hurry, then they are directed not to leave things for the last minute. 


2.Modify the Situation: 


Disappointment is the root cause of emotional disturbances. For example, if 
Parents of Disabled Child are always hoping to serve the “perfect” meal for friends 
and family, then they may focus on this topic. They may develop disappointment if 
they can’t satify this needs. In such situations, they are directed to modify the 
situation by finding recipes that are within their range of ability so that they can 
pull off the meal. They may not be able to construct the ideal soufflé, but they 


manage a pretty good frittata. 
3. Shift Attentional Focus: 


If Parents are constantly feel inferior to the people around them who always look 
great, then they are directed to shift their focus away from them. They need to 


focus on what they are doing. 


4.Change the Thoughts : 


Like other people, Parents with Disabled Children feel sad when they believe to 
have lost something, anger when they decide that an important goal is thwarted, 
and happy anticipation when they believe something good is coming way. By 
changing their thoughts Parents may not be able to change the situation. But they 
can at least change the way they believe the situation is affecting them. Parents 
with Disabled Children are directed to adopt Cognitive Reappraisal Strategy so that 
they can replace the thoughts that lead to unhappiness. 


5.Change Response: 


The final step in Emotional Control Strategy is to get control of the responses. 
Whenever all else fails, and Parents of a Disabed child can’t avoid, modify, shift 


their attention, or can’t change their thoughts, they are directed to change their 
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responses. The Parents need to take breaths and perhaps close their eyes in order to 


calm down. 


The above mentioned 5-step approach may help the Parents with Disabled 


Children to avoid a stressfull situation. 
7.3.5: Suggestions For Further Research 


What we concern about in implementing this research is the different levels of 
Stress, Coping Strategies, Defense Mechanism as Well as Emotional Control 
Strategies adopted by Parents with respect to their types of Disabled Children. 
Abilities of Children with disabilities ( e.g. independency, mobility, 
communicating etc.) are more in concern for those Parents as they accept the less 
from the Child with disability instead of looking for much. Thinking of psycho- 
social as well as cultural considerations, we need to ponder over the perceptions 
Parents hold about the disability, and specifically about the causes of disability and 
the way these perceptions affect dimension of stress , anxiety and depression they 
have, and Coping Mechanisms they adopt. In the absence of clear understanding of 
disability and its divergent nature, Parents tend to exchange blame for having a 
Child with disability. As revealed in the study, such patterns of reactions hinder 
coping process and impede the use of Active Coping, and may lead to family 
conflicts. The overall findings of the study claims that Mothers with Disabled 
Children accept the disability and adopt Emotion-Focussed Coping more, vis-a vis- 
, Fathers with Disabled Children adopt problem-Focussed Coping more as they 
perceive the disability as a problem that could be solved with some persevered 
efforts. Future research should be directed to assess the perceptions of the Parents 
of Children with disabilities more accurately with reference to their levels of stress 
they have and Coping Strategies they use by adopting other research design (e.g. 
Mixed Method, Ethnographic Method) as well as other popular scale of Parental 


Stress and Coping Mechanism. 


The proposed theoretical model theorizes the relationship between the Coping 
Process of the Parents with Disabled Children and the Stress Level Phenomenon. 
Further research can be conducted in the new areas of Parenting Stress, especially 


on Technostress as Technostress literature provides evidence that technostress has 
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negative influence on adults. Technostress can be considered as extraneous 
variable while assessing stress level of the Parents in raising a Child with 
disabilities. Several investigations on technostress claims that coping is an 
important factor in the technostress discussion and suggest the investigation of the 
moderating effect of coping (Riedl 2013; Ayyagari et al. 2011). We may find a 
linear relationship between stressor, strain, and outcomes is extended by the 
moderation effect of the coping concept. To investigate the affect of the 
technostress phenomenon on Parenting a Child with disability, we can develop a 
model which explicitly describes the linear relationship among the Coping 
Mechanisms, Parenting Stress in raising a Child with disability and techno-stress 


phenomena. 


To enhance the efficacy of assessing the Coping Mechanism of the Parents with 
Disabled Children, further research can be conducted focussing on Parental Locus 
of Control, Daily Hassles, Parenting Satisfaction, Adaptive Coping Styles, and to 
clarify further any mediating effects between these variables and Parental stress 
and distress. This type of study may be helpful for cognitive interventions with 
Parents aims at ameliorating the stress associated with raising a Child with a 


disability. 


Further research should be conducted to examine the potential buffering effects of 
positive experiences of caring for Children with disabilties on the Parents’ 
emotional state. A great number of studies conducted in the U.S.A. demands that 
Mothers’ positive perceptions of caring for a Child with disability are linked to 
Reframing Coping Mechanism and that the use of Social Support Resources 
reflected on some aspects of these positive perceptions (Hastings et al. 1993, 
1999). In addition, Adaptive Coping Styles and beliefs in the efficacy of 
behavioural interventions are connected to lower Parenting stress. Therefore, 
behavioural interventions for Children with challenging behaviours need also to 
include components that address the Parents’ Coping Mechanism. Finally, other 
aspects of Parental cognitions and beliefs that influence Parental reactions should 
be studied thoroughly. There is an evidence of the importance of Parents’ 
attributions for their Children’s behaviour in affecting Parental outcomes (Miller ; 


Bugental et al.,2005 ). Mothers who attribute more control to their Children for 
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their negative behaviour are more likely to experience angry feelings towards their 
Disabled Children and to use over-assertive disciplinary practices ( Dix et al.,1998 
; Smith Slep & O’Leary, 20017). A study demands that Mothers who attribute 
responsibility to their Children for behaviour problems are more likely to 
experience negative emotional reactions and to employ harsh disciplinary methods 
(Chavira et al., 2005 & 2007). Further studies of Parental attributions with this 
group of Parents could therefore contribute an additional perspective to the 
understanding of the role of Parental cognitions. It may help us in designing a 


therapeutic intervention for Child behaviour problems. 


The issues of normalization and stigmatization, as well as the individual social 
roles of the Parents with Disabled Children, will be part of subsequent studies. 
These will provide material for more in-depth analysis of the relationship between 
the Mother and Father in their roles as individuals, parents, marital partners and 
members of the family at large. Different theoretical models should be evaluated 


with reference to these fields. 


Future research should include single Parents with Disabled Children. This study 
only includes such type of Parents who had Children with ID, VI,HI and ASD. 
Results may differ among the Parents of Children with Drown Syndrome, Multiple 
Disabilities, Physical Disabilities etc. 


First and foremost, this study should be replicated with a much larger sample of 
participants to verify the effectiveness of Coping Mechanism in the Parents with 
Disabled Children in another socio-cultural context. The present study consists of 
400 respondents only, which may not sufficient to identify all aspects of Coping 
Mechanism in the Parents with Disabled Children. Future studies could follow 
Longitudinal Designs to observe changing trends or highlight possible factors 
contributing towards Parental well-being or Coping Strategies (Benson and Karlof 


2009; Taylor and Stanton 2007). 


At the same time, this study may bring a fresh insight for future related research 
topics. Given the results of this study, it will be beneficial for future research to 
examine the same topic using an in-depth qualitative research technique (e.g. 


individual interviews). Further research is also invited to examine additional 
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factors contributing Parental stress and anxiety. These factors may involve with 
Disabled Children’s characteristics such as severity of the Child’s disability, or the 
Child’s specific behavioural problems as well as Parental characteristics such as 


number of wives, marital status, or environmental variables. 


Additional research is also invited to verify the efficacy of theoretical assumptions 
of Parental support system in the context of Parental stress phenomena. This 
research may tone up the present study’s implications to increase support, both 
informal and formal, which will be provided to Parents of Children with 
disabilities. The amount of stress and the lack of support measures in the family 
may in turn affect not only the condition of the Child, but the family as a whole. 
The specific sources of Parenting stress among Parents of different socioeconomic 
status should be explored in future studies so that appropriate interventions can be 
developed for the Parents with Differently Abled Children. In addition, Cross 
Cultural Studies may add to social or biological explanations of gender differences 
in Coping Strategies in the Parents with Differently Abled Children ( previously 
known as ‘Disabled Children’). 
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